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PROCEEDINGS OF SECTIONS. 


SECTION OF OPHTHALMOLOGY. 
A. S. Perctvat, M.B., B.Ch.Camb., President. 


PRESIDENT’S INTRODUCTORY REMARKS. 


nt of the Section, in opening the proceedings, 
= that he felt very deeply the high honour that had been 
conferred upon him in his selection for this office, especially 
when there were so many ophthalmic eurgeons in this city of 
Glasgow of such outstanding merit for the office. The pro- 
gramme the Committee had prepared was excellent, and he 
looked for a free scientific discussion of the papers that 
would be read, so that the proceedings of this Section might 
not be unworthy of this great city and of the Association. 
Even if few conclusions could be drawn from the interchange 
of opinion, let them console themselves with the words of 
Joubert: “Il vaut mieux remuer une question sans la 
décider, que la décider sans la remuer.” 


3 DISCUSSION ON 
THE ETIOLOGY OF OPTIC NERVE ATROPHY, 
OPENING PAPERS. Z 
0. HAWTHORNE, M.D.Guasc., F.R.C:P.Loyp., 
; Consulting Physician, Central London Ophthalmie Hospital. 


In an endeavour to discharge the duty of opening this 
discussion I propose to present the causes of optic nerve 
atrophy in a series of groups. In some of these the harmful 
agency is open, manifest, and direct; and the interest is 
mainly topical and surgical. Others form part of the larger 
and more obscure problems of disease as this occurs in the 
nervous and cardio-vascular systems; and the appeal is 
specially to the physician. But no rigid dividing line can be 
drawn or ought to be drawn, for the processes of pathology 
do not accommodate themselves to an imposed scheme of 
professional titular distinctions. 


Trauma. 

Here the causes of optic nerve atrophy usually lie upon the 
surface. Wounds penetrating into the orbit, tumours of the optic 
nerye trunk, and intraorbital cellulitis, periostitis, and morbid 
growths, are conditions each one of which, obviously, may 
inflict damage either on the optic nerve or on its biood supply, 
and may thus directly or indirectly be the starting point of a 
process of atrophic degeneration. As exceptional experiences, 
lightning, electric flashes, eclipse blindness, and exposure to 
an arc lamp have, in turn, been held responsible for optic 
nerve atrophy. These fashions of immediate injury I leave 
hopefully to my surgical colleagues. From the same source, 
too, I hope we may hear something of indirect violence as a 
cause of changes in the optic. nerve and in the function of 
vision. Fractures of the base of the skull in the anterior 
fossa may, as is well known, damage the optic nerve. Here, 
however, the violence, relative to the nerve at all events, is 
direct and the loss of sight immediate, though ophthalmo- 
scopic evidence of the nerve atrophy may be postponed. The 
reference I wish to make is to violence which either does not 
implicate the skull at all, or, if it is applied to the skull, does 
not@ause fracture of the base in the anterior fossa. I suggest 
that in such cases mischief leading to optic atrophy may 
occur, and that, as the failure of vision is apt to be delayed, 
a difference of opinion relative to the responsibility of the 
accident may arise and an acute legal issue may be raised. 
I quote briefly two records. . 


One, that of a middle-aged woman who, two months after being 
thrown into a ditch from a motor car, complained of defective 
sight of the right eye; visual acuity was reduced to 6/18 and the 
optic disc was unduly white. Fortunately in this instance an 
pier examination had been made and the presence 
of retinal haemorrhages noted shortly after the accident; it was 
therefore an easy thing to say that the accident was responsible. 


In the second record such a conclusion, at least for a time, was 
not s2 obvious. The patient, a man of 43 years, was admitted to 
hospital as a possibie case of intracranial tumour, there being 
exudation and haemorrhages at each.optic dise. Two months 
previously he had fallen from a lorry, and after being examined 
at a hospital had become unconscious on reaching home. After 
three weeks in an infirmary he appeared to be quite well. Later 
his sight became dim and a bilateral optic neuritis with haemor- 
rhages was recognized. In all other respects, examination, 
including a skiagram of the skull, investigation of the nasal fossae, 
and the application of the Wassermann test to the blood serum 
and the cerebro-spinal fluid, was negative. Gradually the swelling 
of the optic discs subsided and the patient left the hospital per- 
— well and with only a slight reduction of his visual acuity; 
and four and a half years later the conditions were unchanged. 

Are such cases examples of haemorrhage into the sheath 
of the optic- nerve? Whatever be their pathology, they 
certainly have considerable medico-legal importance, and 
I propose them as worthy of the attention of the Section. 


Poisons. 

There are various poisons that are well recognized as com- 
petent to produce optic nerve atrophies. Here again I shall 
leave the ground mainly to my colleagues. But I will ask 
two or three questions. Some few years ago certain organic 
preparations of arsenic acquired an evil reputation as pro- 
vokers of optic atrophy. Are the more modern preparations 
quite safe in this respect? Again, is arsenic in an inorganic 
form entirely free from risk? At one time it was the fashion 
to give Fowler’s solution in large doses to children suffering 
from chorea, and in occasional instances the medicine, by 
inadvertence, was continued until it produced peripheral 
neuritis. But neither in such cases nor in any other have 
I personally seen any reason to believe that there was peril 
of optic nerve atrophy; and in none of the recent notorious 
cases of poisoning by arsenious oxide do we seem to have 
heard of any recognized visual defect. Yet a few cases of 
central scotoma following inorganic arsenates have been 
recorded. 

A second question is, Are patients with a bilateral central 
scotoma always regarded as possible examples of disseminated 
sclerosis or of tabes dorsalis ? Tobacco, no doubt, is a ready 
explanation and often a correct one, but such a conclusion, 
I suggest, is not secure until it is supported by the negative 
results of a complete examination of the nervous system. 

Lead, quinine, sodium salicylate, methyl alcohol, and carbon 
bisulphide are other agents, each of which in turn has been 
found guilty of a toxic influence on the optie nerves. Glycos- 
uria, I should say, does occasionally come into the same 
category, but the case against ordinary alcoholic beverages 
appears to be “not proven.” The combination of excess of 
alcohol and excess of tobacco is regarded generally as a bad 
one, yet Sir Jonathan Hutchinson used to teach that alcohol, 
far from aiding the poisonous action of tobacco, afforded some 
protection against this disaster. 


Syphilis. 

Syphilis admittedly exercises a wide range of influence in 
the production of optic nerve atrophy. In the hereditary 
form of the disease the atrophy may be a part of a widespread 
choroido-retinal ruin; or it may be associated with an ordinary 
disseminated choroiditis; or, but for the atrophic discs, the 
fundus may appear normal, with; perhaps, choroido-retinal 
mischie's or other signs of the infection in other members 
of the family. There is here a group of cases (far from 
frequent) that invite discussion—namely, cases of juvenile 
tabes dorsalis; and the-point I wish to raise is the maximum 
age limit at which this form of disease may manifest 
itself. I have notes of cases in which optic atrophy, as part 
of a tabes dorsalis, was first observed at 17, 24, and 28 years 
respectively, and though at-these ages the absolute exclusion 
of the acquired disease ig: difficalt, it must be admitted that 
in patients under 30 yeats the development of tabes dorsalis 
apart from hereditary specific disease is most exceptional. 
Moreover, it will be allowed that some of the exhibitions of 
hereditary syphilis—interstitial keratitis, for example—may 
be postponed to the twenties or even to the thirties, so that 
there is no antecedent improbability that optic atrophy and 
tabes dorsalis may share in this delay. I suggest that the 
experience of members of the Section on this point would be 
valuable. 

In acquired syphilis both post-neuritic optic atrophy and 
primary atrophy occur. The neuritis responsible for the first 
of these is, I should say, a very exceptional event in the early 
stage of the disease; I have once seen it as early as four 
months after infection, and I suppose it must here be regarded 
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as due to the direct action of the poison on the optic nerves. 
In the later stages, and when it is accompanied by headache, 
more or less severe, the presumption is in favour of intra- 
cranial gumma or syphilitic meningitis. 

Primary optic atrophy due to syphilis is, of course, a familiar 
experience in tabes dorsalis and to a less extent in general 
paralysis of the insane. Though thereis little if anything new 
to say, I venture a remark or two on some of its well-known 
features. Its distribution is invariably bilateral, though the 
two eyes are at an eaily date often found unequally affected. 
It moves, invariably 5 think, to complete blindness. The 
onset is anncunced by peripheral contraction of the visual 
fie'ds, either for white or colours or for both, yet with this, 
central visual acuity may remain good for a relatively con- 
siderable period ; occasionally a central scotoma is observed. 
Personally I have never seen hemianopsia, but instances of 
this defect have been recorded. The discs are usually 
characteristic, though the apparent changes are not always 
equal to the visual defect. The optic atrophy may precede 
ataxia by many years, or spinal symptoms may follow at a 
comparatively early date; sometimes optic atrophy develops 
after ataxia has been definitely established, and in some of 
these last-mentioned cases the loss of sight is associated with 
relief of the spinal symptoms. 

Two questions may be presented for discussion. First, is 
optic atrophy, as one of the peripheral nerve degenerations of 
tabes. dorsalis, frequently accompanied by other peripheral 
defects such as cutaneous anaesthesia and nerve deafness? 
Of cutaneous anaesthesia I have collected some observations, 
but I have not found any reason to believe that this symptom 
is more frequent with optic atrophy than itis in cases from 
which optic atrophy is absent. Nerve deafness in tabes I can 
remember only in two patients, and while one of these was 
blind the other had normal vision. . 

A second question is, Do all cases of bilateral primary optic 
atrophy, not otherwise explained, belong to the tabes dorsalis 
group? It is admitted that optic atrophy may by many 
years precede an ataxic gait, but it is said also that it 
never precedes loss of the knee-jerks or lightning pains in the 
lower limbs. If this latter statement is correct a primary 
optic atrophy existing as an isolated event cannot be named 
tabetic atrophy. For my own part I will venture to say the 
statement is not strictly correct, for now and again—rarely, 
I admit—evidences of optic atrophy are found with normal 
knee-jerks, and these at a later date disappear. But, again, 
cases of primary optic atrophy, with undisturbed tendon 
jerks, in patients giving a positive Wassermann reaction, are 


- not very uncommon, and in some of these the atrophy is 


accompanied by a defective pupillary light response or by an 
ocular paralysis. No one, I take it, will say that the Argyll 
Robertson pupil or an ocular palsy in a syphilitic patient, 
even though the knee-jerks are present, means anything 
different from what is involved in the association of one or 
other of these events with absence of the knee-jerks. Why, 
then, should an optic nerve atrophy in a syphilitic patient 
with evident knee-jerks be placed in a different category from 
optic nerve atrophy in a similar patient with absent knee- 
jerks? The principle here advocated has its parallel in 
tabetic neuralgia, which sometimes is associated with reten- 
tion of the knee-jerks and sometimes with their loss; yet no 
one will propose the separation of the two groups. And if 
I dared to venture on a decidedly speculative argument I would 
remind members that occasional instances of return of the 
knee-jerks in tabes dorsalis have been noted. Suppose that 
this happened in a case of optic atrophy: is the earlier phase 
to be named tabetic atrophy and the later phase to be denied 
this title? Hence my submission would be that optic 
atrophy, the Argyll Robertson pupil, and an ocular paralysis 
are three events avy one of which may be the first announce- 
ment of parasyphilitic degeneration in the nervous system ; 
that each may te associated sooner or later with evidences 
of parallel changes in the spinal cord; and that each may 
persist for a prolonged period, and perhaps indefinitely, 
without the development of spinal symptoms. In a word, 
I suggest that primary optic nerve atrophy, accompanied b 

evidences of specific infection, has one and the same clinica 

position and one and the same clinical prospect whether the 


knee. jerks be present or absent. This is not to say that optic 


atrophy as an isolated event, either in the post-neuritic or in 
the primary form, invariably means s cific infection. Indeed, 
there are instances where such infection can be confidently 
excluded, and we are thus driven to admit occasional cases of 
optic atrophy, as of optic neuritis,-for which we are unable to 
define any confident causation. I remember that some years 


Dr. Leslie Buch f th cibod 
ago Dr. Leslie Buchanan of this university described i 
of such cases, and the gratifying Pier of the record wal 
that under the persevering use of potassium iodide and 
strychnine in liberal doses the patients recovered a full 
measure of vision. If we can hear further of these caseg 
to-day it will be a welcome contribution to our discussion, 


primary optic atrophy, accompanied by bitempora] 
hemianopsia, that may be traced to the pressure ye a wR 
tumour, is a well-recognized exper:ence, The most interestin 

aspect of it in recent years is the improvement that can be 
effected by intracranial operation. I propose to say nothin 

more on the subject of pituitary tumours except to vont 
members of Mr. Herbert Fisher’s ably argued thesis that on 
pituitary enlargements there probably depends the so called 
hereditary or family optic atrophy (Leber’s disease) ; it offers 
a considerable opportunity for discussion. There are also - 
other issues that I wish to raise. First, I ask whether intra: 
cranial tumours other than pituitary growths ever cause 
primary optic atrophy. al 

My attention was particularly directed to this point b ; 
vomiting relieved by repeated lumbar puncture. The optic discg 
were always noted as ‘‘ white,’’ but the boy appeared to see per. 
fectly well until one morning he suddenly told the ward sister that 
he was blind. At no time, the observations being repeated over 
many mo:.ths, was there any suggestion of swelling of the discs, | 
and the case was clearly one of primary optic atrophy. Necessarily 
this raised the question of a pituitary growth and a possible opera: © 
tion. But as there was a bilateral extensor response, and as a 
skiagram did not show any enlargement of the sella turcica, opera. 
tion was not advised. The decision was a fortunate one, for: the 
post-mortem examination showed the existence of several intra- 
cranial tumours, and while one of these from its relation to the 
floor of the third ventricle might have pressed on the optic 
commissure, there was no enlargement or peculiarity of the 
pituitary body. 

Since this experience I have noted a case, described by 
Arnold Knapp, in which primary optic atrophy was found in 
a man of 36 years, proved on post-mortem examination to be 
the subject of a tumour of the frontal lobe. The tumour had 
led to a sacculated distension of the third ventricle, and here, 
presumably, was the a ency responsible for the bilateral optic 
atrophy. Now that the pituitary body is so readily within 
the reach of surgery, there is need carefully to consider how 
far tumours outside the sella turcica are capable of producing 
primary bilateral optic atrophy. 

A further topic relative to brain tumours and optic nerve 
atrophy is provided by the following facts. Bilateral optic 
atrophy, plainly post-neuritic for the most part, and accom- 
panied by blindness, is found in a group of patients, mostly 
adolescents. or young adults, who give a history in their 
earlier years of an illness characterized by headache, vomiting, 
and other symptoms suggestive of a serious intracranial 
lesion. From these symptoms, with the exception of . the 
blindness, they have made a good recovery. What was the 
nature of the original illness? My suggestion is that these — 
are cases of intracranial tumour, that the tumour has becomé 
quiescent, and that the post-neuritic atrophy is the one 
persisting effect of its existence. ; 

In connexion with brain tumours and optic atrophy, Mr. 

Fisher’s doctrine is perhaps the most inviting issue, but the 
relation of brain tumour to primary optic atrophy and the 
problem presented by the group of cases I have just defined 
seem to me topics well worthy of the attention of the Section. 
A minor and perhaps purely academic debate is whether 
a second attack of papillitis is possible in a disc rendered 
atrophic by a previous optic neuritis. Admittedly such a 
development is exceptional. I have notes of a case in 
which the second papillitis appeared three years after the 
original illness, the boy having been quite blind during the 
interval; and an occasional even longer period has been 
recorded. 
' Again, we may hope that members who are particularly 
interested in the relations between nasal disease and ocular 
disturbances may havé something to say on optic atrophy due 
to sphenoidal sinus suppuration and on the atrophy associated 
with cerebro-spinal rhinorrhoea. 


Meningitis. 
Meningitis in its various forms is for the most part so acute 
and so fatal a disease that while optic neuritis may be 
a feature of it, optic atrophy, if it occurs at all, must be _ 
very exceptional. Now and again, however, atrophy is seen 
in a patient in whom there is a history of “ convulsions ” in 
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early life, but whether meningitis or encephalitis or hydro- 
cephalus or some other agency is responsible I cannot pretend 
to say. Another issue which is perhaps relevant to the 
resent discussion is, What is the cause of the temporary 
lindness occurring without obvious ophthalmoscopic changes 
in children suffering from posterior basic meningitis ? , 
A further debate is possible on the development of optic 
trophy in the primary spastic paraplegia of early life. There 
3 here no question of specitic disease, and it will be remem- 
ered that Sir William Gowers quoted these cases as 
pxamples of what he called abiotic wasting—premature tissue 
failure the consequence of a defective vital equipment. Can 
an alternative hypothesis be advanced ? 


Cardio-vascular Diseases. 

The most obvious cases of optic atrophy resulting from 
vascular disease—they are not frequent—are those in which 
the central artery of the retina is the site of thrombosis. 
There may be some degree of papillitis and oedema of the 
yetina and a few retinal haemorrhages, but the most con- 
spicuous ophthalmoscopic fact is the fairly rapidly developed 
pallor of the optic disc with narrowed retinal arteries. The 

atients for the most part are elderly with general evidences 


‘pf cardio-vascular degeneration. There is not always a high 


sphygmomanometer reading, but the absence of this, of course, 
floes not exclude arterial change. The retinal thrombosis 
may exist as an isolated event, or it may be associated with 
other disturbances. In one of my records the patient—a 
woman of 70 years—suffered from paralysis of the left external 
rectus muscle for some months and then became blind in the 
lefteye. In another—a man of 45 years—there had been two 
attacks of hemiplegia; the sphygmomanometer reading did 
not exceed 140, and neither the blood serum nor the cerebro- 
spinal fluid gave a positive Wassermann reaction. Once— 
the patient a woman of 75 years—I have known thrombosis 
in one retinal artery repeated in the course of a few days 
in the artery of the opposite side. ad 

Belonging to the same order are the occasional cases of 
unilateral optic atrophy with hemiplegia on the opposite side 
of the body. Here the presumption is that thrombosis has 
occurred in the cavernous portion of the internal carotid 
artery and that, either by extension of the thrombosis or by 
embolism, the ophthalmic branch of the artery or its sub- 
division, the central artery of the retina, is occluded. 

Another fashion in which optic atrophy may result from 
vascular disease is when optic neuritis is associated with 
retinal haemorrhages and retinitis resulting from arterial 
degeneration; the haemorrhages and exudates may be 
absorbed, and the ophthalmoscopic picture may display little 
more than post-neuritic optic atrophy; and with this the 
patient is in greater or less measure blind. 

Next, I must mention embolism of the retinal artery. The 
diagnosis appears to present no difficulty when the patient is 
. the subject of cardiac valvular disease, but when there is no 


‘such disease the absence of any obvious source from which an 


embolus can take origin is a difficulty. Hence it is alleged 
that not a few cases named “retinal embolism” are really 
examples either of local arterial disease with thrombosis 
am situ or of arterial spasm. The suggestion of thrombosis 
am situ may be readily allowed in patients carrying obvious 
signs of degenerate arteries, and there are records that go to 
show that in such patients, too, spasm is at least a possi- 
bility. But in young adults free from signs of arterial disease 
thrombosis in situ can hardly be applied. Is, then, arterial 
spasm the inevitable explanation? It is not without weighty 
sponsors. The term “retinal epilepsy” was invented, I 
believe, by Hughlings Jackson, and under this title a number 
of cases were recorded by no less an authority than Jonathan 
Hutchinson. He believed the condition to be particularly 
associated with what he called “liver disturbance and sick 
headaches”; some of his patients were young women, and 
in more than one instance the affected eye became blind 
find the nerve atrophic. But with great respect I venture 
to point out that quasi-retinal embolism occurs in patients 
free from migrainous seizures, and, indeed, from all sym- 

toms other _than those due to anaemia; also that 
it occurs without any previous attacks of temporary 
failure of sight. On the contrary, it arrives with charac- 
teristic suddenness, and is promptly followed by optic 


‘Herve atrophy. My proposal is that these are examples 


of true embolism and that the obstructing clot is provided by 
intracardiac thrombosis—an event which, in patients with 
chlorosis, must be admitted as at least a possibility. 
Tt may be objected that were this true, embolism would 


probably appear in other organs. Are we quite sure 
they do’ not > Embolism of the spleen and even of the kidney 
may be silent happenings, as is manifest in post-mortem 
examinations in cases of mitral disease; and they may 
therefore be equally undemonstrative in intracardiac 
thrombosis. Further, is it likely that in a patient 
structurally sound, though the subject of anaemia, a 
healthy retinal artery will at one swoop, as it were, be 
thrown into such a severe and sustained spasm as to produce 
complete atrophy of the optic nerve? And if spasm, why 
should it be unilateral? It may perhaps be said that the 
spasm leads to thrombosis. But this is surely improbable 
unless the spasm is so extreme as completely to occlude the 
vessel. Some narrowing of the vessel would hinder the 
circulation but would not suspend it, and a sustained 
spasmodic and complete closure of the artery, if not a contra- 
diction in terms, is not easy to imagine. On the whole, 
arterial spasm may be deemed insufficient to account for the 
optic atrophy that follows a sudden and final closure of the 
retinal artery in patients free from evidences of cardiac 
valvular disease and from signs of arterial degeneration. If 
the obstructing agent is not produced on the spot it must be 
carried from a distance—that is, it must be an embolus—and 
a possible source of such embolus may be found, 1 submit, in 
an intracardiac thrombosis. 

I have notes of two cases of retinal embolism in which 
central vision was preserved, obviously by the agency of 
a cilio-retinal artery; each patient was the subject of 
mitral disease, and in one vision has remained unchanged 
over a period of three years, and in the other for more than 
fourteen years. ; 

I allude, in a word only, to the optic atrophy that occa- 
sionally follows loss of blood. Personally, I have seen a few 
instances after gastro-intestinal and uterine haemorrhages, 
but some cases are recorded as following traumatic bleeding. 
There is obvious room for speculation both as to the fashion 
in which haemorrhage produces the blindness, sometimes 
promptly and sometimes after an interval of days; and again, 
how it comes about that while loss of blood is a frequent 
experience, optic atrophy, though it sometimes follows the 
loss, does so only in a very small minority of cases. 


Retrobulbar Neuritis. 

Occurring as a more or less acute condition, and affecting 
one or both eyes, retrobulbar neuritis may proceed to partia: 
or complete optic atrophy; or it may, on the other hand, 
undergo resolution with restoration of a full standard of 
vision. It may appear as an isolated event, or it may be 
manifestly one of a series of pathological disturbances spread 
widely through the nervous system. The most conspicuous 
example of the latter possibility is seen in the rare cases 
named acute myelitis with optic neuritis. Here, as the 
patient’s life is in manifest danger, the optic neuritis seems 
relatively an unimportant feature. But two points are worthy 
of notice. One, that what appears at the time nothing more 
than a unilateral retrobulbar neuritis may, in the course of 
a few days, be followed by severe and widespread paralytic 
phenomena; and the other, that even in an extreme case 
complete recovery, including a full measure of vision, with or 
without obvious whitening of the optic discs, is possible. 

A second disease in which retrobulbar neuritis is plainly 
part of a widespread nervous disorder is disseminated 
sclerosis. Here again failure of sight may be one of the first 
evidences of the disease; and the failure may be due either 
toa slowly increasing optic nerve atrophy, or to a more or less 
acute retrobulbar neuritis, with such chance of atrophy as 
this involves. Still more, either the one or the other of 
these complications may appear after the 
spinal symptoms-of the disease are well established. I have 
never seen a gradual bilatefal optic nerve atrophy proceed to 
complete blindness in disseminated sclerosis, though atrophy 
after a retrobulbar neuritis may reduce, and even per- 
manently reduce, visual acuity to a short remove from com- 
plete blindness. For the most part, however, loss of sight 
due to retrobulbar neuritis, whether this occurs as an isolated 
event or as a member of the series we call disseminated 
sclerosis, begins to improve in the course of a few weeks, and 
vision may well reach a normal standard even though pallor 
of the dise remains as an obvious ophthalmoscopic fact; there 
is, however, some risk of recurrence either in the same or in 
the opposite eye. To recognize retrobulbar neuritis as part 
of a disseminated sclerosis when it is associated with spinal 
symptoms of the disease is a simple undertaking. Apart from 
the immediate or close association of the one with the other 
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in the order of time, the suddenness of the visual loss, the 
subsequent rapid improvement, and the occasional recurrences, 
are experiences that exactly correspond to other clinical 
exhibitions of the pathological process. Nor is there much 
difficulty in the not uncommon cases where with pronounced 
evidences of spinal sclerosis the patient affirms that in an 
earlier day there had been a unilateral or a bilateral failure of 
sight; and some confirmation of this is found in the ophthalmo- 
scopic appearances of one or both optic discs. It is necessary 
to advance another step, for, as a matter of fact, whatever be 
the explanation, retrobulbar neuritis unaccompanied by any 
other clinical evidence of disease may yet, after some years 
of apparently good health, be followed by quite unchallenged 
disseminated sclerosis. Can such an experience be dis- 
missed as a mere coincidence? In view of all the facts this 
seems most unlikely. I have known the interval extend to 
eight, ten, and even to twelve years, and hence it seems 
nccessary to conclude that a retrobulbar neuritis, unless 
otherwise explained, involves a risk of the development of 
disseminated sclerosis, and that this risk is not exhausted 
until a considerab!e period of years has been counted. 

There therefore arises the question whether retrobulbar 
neuritis beginning as an isolated clinical event does ever 
remain permanently in isolation and free from later develop- 
ments in the shape of nervous disease. To state a confident 
affirmative answer most in the. circumstances be difficult, as 
in each individual case years must elapse before the answer 
has a sure foundation. The longest continuous record that 
I possess runs from 1909 to 1922, and though the patient’s 
left eye has remained almost blind (optic atrophy) he has 
been and still is in other respects perfectly well. Another 
observation suggesting that retrobulbar neuritis does some- 
times fall outside the series we call disseminated sclerosis is 
the fact that it occasionally occurs at an age when disseminated 
sclerosis is no longer probable. I have notes of two patients 
(women' at 50 years and one (a man) at 43 years. It is very 
difficult to imagine the exact pathology of these cases of 
uncomplicated retrobulbar neuritis. Clearly the lesion must 
be within the orbit and must involve the trunk of the optic 
nerve. I have on two occasions seen an ocular paralysis 
associated with retrobulbar neuritis, so that the lesion is not 
always limited to the optic nerve; nor even when so limited 
is it purely the papillo-macular bundle that is involved, for 
the scotoma, while usually central, does sometimes extend 
so as to include a complete sector of the visual field. The 
association of uterine and menstrual disturbances with retro- 
bulbar neuritis has sometimes been regarded as significant, 
but manifestly this does not cover the field, for men as well as 
women are among the victims. 

There is a further group of cases in which the evidences of 
retrobulbar neuritis in one or both eyes (central scotoma, loss 
of colour vision, and even complete blindness) are found with 
couspicuous exudation at one or both optic discs. The most 
extreme examples of this combination I have seen have been 
in young girls, and one of the most impressive facts in the 
record has been the rapidity (a few weeks or months) with 
which sight is restored and the exudation removed. I have 
been able to observe some of these cases for a year or more 
(one over seven years) without any new disturbance either in 
the visual function or elsewhere. Yet there are instances 
in which permanent atrophic changes are established in one 
or both optic discs. 

The group of cases last mentioned leads naturally to the 
papillitis occasionally noted in the subjects of chlorosis. In 
most of these cases resolution is complete, but I have occa- 
sioually seen permanent prejudice to vision from optic nerve 
atrophy. Some years ago I attempted to argue that the 
cause of optic neuritis in chlorosis is thrombosis of the intra- 
cranial veins or sinuses; also that retrobulbar neuritis may 
be due to peripheral venous thrombosis. [ will not repeat 
the reasons for this suggestion, but if any members of the 
Section can throw any light on the topic Iam sure their aid 
will be welcomed. 

What I do propose as significant is the relations of retro- 
bulbar neuritis (with its risk of nerve atrophy) as I have here 
endeavoured to sketch them. First, we have the neuritis 
associated with an acute inflammatory process affecting 
widely the nervous system (myelitis), and hardly to be 
explained apart from the presence of some toxic agency; 
next, with a less acute but equally widespread disease 
(disseminated sclerosis) that must owa a not dissimilar 
influence; in a third group we find retrobulbar neuritis either 
alone or combined with obvious exudation at the optic discs; 
and, last of all, are cases of exudation at the optic discs, as in 


chlorosis, without any suggestion of a retrobulbar lesion. If 
in the first two groups we cannot doubt inflammatory changes 
(thrombosis with cellular and fluid exudations) due to a toxie 
agent, is it not probable that similar causes are responsible 
for the instances in which the mischief is confined to the 
visual tract? Certainly retrobulbar neuritis, in view of its 
several associations, is one of the most interesting of the 
causes that may lead to permanent visual defect by the 
establishment of a condition of atrophy in one or both optic 
nerves. 


IIl.—J. HOGARTH PRINGLE, M.B., F.R.C.S., 
Surgeon, Glasgow Royal Infirmary, 


ATROPHY OF THE Optic NERVE FOLLOWING DIFFUSED VIOLENCE 
TO THE SKULL. 

Tue theory most generally held at the present time regarding 
the mode of causation of monocular blindness arising from 
diffused violence applied to the skull is that it results from 
direct injury to the optic nerve, be it compression, a cutting, 
or tearing of its fibres at the foramen opticum in consequence 
of fractures of the bone involving the foramen or the bone in 
its immediate neighbourhood. 

Another but much less accepted theory is that the blindness 
is due to compression of the nerve by blood effused into the 
nerve sheath formed by the prolongation of dura mater from 
the cranial cavity. 

The theory of direct injury to the nerve owes its ineeption 
to Berlin (Graefe and Saemisch, Handbuch, vol. vi), who based 
his thesis on the post-mortem findings of his associate Hélder,: 
who, on experience gained by post-mortem examination of 
126 cases of fracture of the skull, found a fracture of the base 
in 88 of the subjects ; in 80 of these the fracture involved the 
roof of the orbit, and in 54 of them it involved the optic 
foramen. It is to be noted, however, that of these 54 cases, 
42 were the result of gimshot injury, of which, he said, “‘ 34 were 
more or less directly caused by shots into the mouth.” Now 
with the great disruption of the base of the skull that follows 
upon gunshot wounds of this nature, it is not surprising that 
he found fissures of the optic foramen so often or that the 
optic nerves were “ often” torn across—he once saw it torn 
completely across, but—and this is a rather remarkable 
statement—he ‘‘never found haemorrhage into the optic 
nerve sheath without a fracture of the foramen.” 

Berlin, and nearly every writer since his time, has accepted 
the findings of these fissures as the explanation of the blindness 
that was known to occur after blows upon the skull, and 
although many writers have mentioned the occurrence of 
haemorrhage into the sheath, it has received very little 
attention. Yet no one, as far as I can find out, has brought 
forward proof that a nerve lesion caused by bone injury 
existed in any patient who has been the subject of this 
monocular: blindness following upon diffuse violence to the 
skull. If there is anyone here to-day who can, I hope he will 
do so. 

My own belief is that this form of blindness results from 
the haemorrhage into the nerve sheath in the majority of 
cases. I admit the possibility of direct nerve injury by bone 
lesions, but I believe this must be a rare occurrence, and for 
the following reasons which I will endeavour to put before the 
meeting. 

At the Royal Infirmary here a great many cases of head 
injury of all varieties except gunshot wounds are admitted. 
I have personally been responsible for the treatment of 395 
cases of undoubted fracture of the skull, and at least an equal 
number of patients in whom there was no fracture or in whom 
its existence was uncertain, and of this latter class not one 
patient suffered from this form of blindness. Of the certain 
395 fractures of the skull 186 patients recovered, and only one 
of them had loss of vision (in his left eye) after the accident $ 
this man was trephined in 1902 for an open (compound) 
depressed fracture. At first he had no perception of light 
in his left eye ; some weeks later his visual acuity had risen 
to 3/60 left eye, and it remains the same at the present time. 
He was seen a few weeks ago. 

Of my 209 patients who died after a fracture of the skull; 
post-mortem examination was made in 174, and only 13 of these’ 
showed a fracture involving the optic foramen (both foramina 
in 3, the right in 8, and the left in 2 cases). Two of these 


are interesting, because both of them had the upper margin 
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fractured, one with and the other without 
tasting the small fragment, but in neither case was 
there any injury to the nerve nor any haemorrhage into the 
~_—. been stated that the anterior clinoid process may be 
displaced as result of fracture and compress the nerve, but 
I do not believe this can be a frequent occurrence, for the 
process was found fractured in only 6 of the subjects, in only 
one of which was the optic foramen involved, and the nerve 
was not compressed, nor was there any haemorrhage into 
the sheath in any one of these 6 cases. 
- But regarding the occurrence of haemorrhage into the 
sheath of the optic nerve, it was found to be present in 16 cases 
in 10 in both nerves, in 5 in the right, and only in one case 
in the left nerve). In one case both sheaths were distended 
with blood and there was also a haemorrhage into the sub- 
stance of the right nerve as well, but there was no fracture 
near the orbits or the optic foramina. As none of these 
patients were coriscious during any part of the time they were 
under observation, it is not possible to say whether the vision 
of any was affected or not. 


Source of the Haemorrhage. 

The haemorrhage may possibly be derived from one of three 

sources: (1) from the subdural cranial space ; (2) from rupture 
of vessels passing between the nerve and its covering ; (3) from 
the central vessels of the retina which run a short distance 
inside the dural sheath before they enter the substance of the 
nerve. 
‘In 8 of these 16 cases with intravaginal haemorrhage the 
haemorrhage was seen in the sheath or the cut surface of the 
nerve as it presents after the brain is removed from the 
cranium, and in all there was blood in the subdural space in 
the middle fossa of the skull, but in 7 cases no blood showed 
on the cut surface of the nerve. The blood in these cases 
was only present in the orbital portion of the nerve, and in 
them it is certain the blood was effused into the nerve sheath 
in the orbital or distal side of the foramen. It seems certain 
from specimens that I have that the haemorrhage begins 
at the distal extremity of the nerve close to its entrance to 
the eye. 

Further, in 2 of these cases there was no fracture of the 

orbital roof or of the optic foramen on either side, and I hold 
they prove that a haemorrhage into the optic nerve sheath 
may arise from rupture of blood vessels within the sheath as 
a result of the varying tensions produced in the tissues in 
the orbit by the violence. This being so, there is no reason 
to doubt that an intravaginal haemorrhage can result from 
violence applied to the head even though a fracture of the 
skull is not produced, and it seems quite certain that in many 
of the cases recorded no fracture of the skull was present. 
« Now the blindness that results in the type of case we are 
considering is due either to (1) blood effused, (2) depressed 
bone compressing the nerve, or (3) direct injury to the nerve. 
Putting aside gunshot wounds—and practically every case 
recorded has resulted from diffuse violence—is it not remarkable 
that in my series of post-mortem examinations on cases met 
with in civilian practice there should have been so few instances 
of fracture of the optic foramen, none of which showed any 
direct injury to the nerve, and that only 3 of the 13 cases 
where a fracture of the foramen was found showed haemorrhage 
into the sheath, and that of the 6 cases of fracture of the anterior 
clinoid processes neither injury of the nerve nor haemorrhage 
into its sheath was present ? If this is the case where gross 
violence has been inflicted on the skull, it seems most 
improbable that direct injury to the nerve should have 
occurred in the comparatively slight injuries that have 
characterized most of the cases recorded of monocular 
blindness of this type. 

Believing that this variety of blindness is due to haemorrhage 
I have operated in three typical cases (in one of which I feel 

convinced there had never been any fracture of the skull, 
and I am very dubious of its existence in the other two), and 
in each of them blood under tension was found in the optic 
nerve sheath. Can this blood in the sheath exert sufficient 
tension to compress the nerve? The sheath is strong and 
non-elastic, and if the drawings (life size) by Mr. Maxwell 
are looked at it will be seen on comparing them with 
a drawing of a normal eye from a fracture of skull case that 


there is very marked diminution of its diameter, which can 
only have resulted from the compression by .the retained 
blood. The ophthalmoscopic appearance presented by the» 
optic disc of the affected eye is that of a primary atrophy. 

It is of some practical importance that the actual cause of 
the blindness should be determined, for while some patients 
appear to have partially recovered their vision after an interval 
of time, it is evident from the reports of cases that in a large 
number the loss of vision has been considerable in degree and 
permanent. If the blindness be the result of actual injury 
of the nerve it is very improbable that any lesion such as 
division or partial laceration of its fibres could be repaired or 
that any good result would follow upon it could this be 
effected, for “time” is of the utmost importance in these 
cases. On the other hand, if this blindness be caused by an 
intravaginal haemorrhage, there is a possibility that vision 
would be improved, if not absolutely restored, provided the 
blood could be evacuated at an early date. 

The three patients for whom I operated all came late for 
treatment (two weeks, four weeks, and three weeks respec- 
tively). Although in each of them blood was found under 
tension in the sheath, none of them recovered vision while 
under observation. It is known that brain cells have a very 
short life if deprived of their blood supply, and possibly the 
retinal cells resemble them in this respect. One patient, who 
received a blow over the left orbit at football, was dazed 
for a few minutes, but noticed no visual defect until the 
following morning, when he found the visual acuity of the 
left eye failing, and by night he could not see at all with his 
left eye. Four days later, when seen, his left pupil was 
medium, did not react directly to light but did consensually, 
and he could not distinguish between light and dark with the 
left eye. There was no evidence of fracture of skull. He 
declined operation, but two months later his visual acuity in 
the left eye was 6/24. In this case the sequel of events could 
only have been caused by some effusion of blood or other 
exudate (and blood is the most probable). 

Unfortunately at the present time I cannot yet produce 
evidence of any patient recovering vision after evacuation of 
blood from the sheath, but the history given above of the 
patient injured at football is sufficiently encouraging to permit 
one to think that an early relief of tension might be followed 
by great benefit-to the patients. 


IlIl.—H. M. TRAQUAIR, M.D., F.R.C.S.Epin., 
Assistant Ophthalmic Surgeon, Royal Infirmary, Edinburgh. 


Tue CurnicaAL DIFFERENTIATION OF THE VARIOUS ForMS 
oF Optic ATROPHY. 


In its main features, which are essentially only two—pallor 
of the disc and visual failure—the clinical picture of optic 
atrophy is for the most part both simp!e and familiar. When, 
however, we direct our attention towards the identification of 
the underlying causal factor we encounter a problem which, 
though often comparatively easy, is not seldom extremely 
difficult, and, in some cases, in the present state of our 
knowledge, may admit of only a presumptive solution. 

It would be impossible as well as unprofitable to attempt 
to deal fully with this question in a short paper, and I propose 
to confine my contribution to a somewhat limited considera- 
tion of the practical clinical aspect of the subject, ee Ra 
only in the shortest way to anatomical and pathologi 
details. At the same time, the study of these factors and 
their correlation with the symptoms must be regarded as 
of supreme importance in connexion with the problem of 
differential diagnosis. It will be useful, however, to remember 
that the visual path, like other sensory paths, consists of 
neurones of the first, second, and third orders, and that the 
so-called optic nerve is really a tract connecting nerve centres, 
and consists of the axones of the neurones of the second 
order, whose ganglion cells lie in the retina, and whose 
terminal arborizations are, as far as concerns the visual 
fibres, in the external geniculate body. Any lesion or defect 
of nutrition affecting the ganglion cells or their axones at 
any point produces functional impairment, and, -if er 
severe or prolonged, optic atropby, which spreads bot 
upwards and downwards along the neurone. Thus we can 
understand how it is that in cases of interruption of conduc- 
tion the visual failure precedes the visible pallor of the dise 
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by an interval the length of which depends on the site and 
nature of the lesion. It seems probable that these lesions are 
of two kinds: a : 

q) Toxic or other injurious influences acting on the ganglion 
cells or their dendrons in the retina and producing ascending 
atrophy following the death of the cells. 

(2) Nutritional impairment of the nerve fibres, producing both 
ascending and descending atrophy. This nutritional impairment 
depends chiefly on inhibited blood supply which may be caused in 
many ways, by processes which are essentially of inflammatory 
nature, by vascular disease, pressure, orinjury. ~ : 


The symptoms of conduction interference, however caused, 
are fundamentally the same, though differing in mode of 
onset, course, intensity, and extent, and it is by studyin 
these variations and correlating them with the normal an 


morbid anatomy of the visual nerve path that we may hope 


to identify the various forms of optic atrophy which are met 
with clinically. 

In dealing with a case of obvious or suspected optic atrophy 
several methods of investigation are available. 

I. The study of the patient as a whole. (1) The family and 
personal history in its widest aspect. (2) The presence of signs of 
general disease or abnormality, especially indications of syphilis, 
nervous, vascular, or pituitary disease, mental or sexual deficiency, 
or of some form of intoxication. : 

II. The study of the local condition. (1) The symptoms 
described by the patient, their mode of onset, duration, and course. 
(2) The state of the orbit, nose, and teeth. (3) Radiological study 
of the sella turcica, optic canal, and nasal sinuses. (4) The 
examination of the pupillary reflexes. 6) Ophthalmoscopic 
examination. (6) The vision: central visual acuity, the visual 
field, and the light sense (light difference). 


Every case of optic atrophy should be approached from the 
point of view that this condition is always a manifestation of 
some general disease or local lesion apart from the nerve 
itself, and while in any individual case an exhaustive applica- 
tion of all possible methods of investigation will not be 
necessary, the causes of optic atrophy are so numerous and so 
widespread that even a short series of cases will be found to 
require the employment of most of them. While the ophthal- 
mologist must be able to discern what line of investigation is 
particularly indicated in a given case and to appreciate the 
use and significance of all methods, so that he may both 
guide and profit by the co-operation of his colleagues, he is 
particularly concerned with the study of the eye and the 
visual pathway—that is to say, with the fundus oculi, the 
vision, and the pupils—and itis to the visual symptoms that 
I propose more especially to refer. 

The usual classification of optic atrophy, based on the 
appearance of the optic disc, recognizes two chief varieties— 
simple, primary, or so-called grey atrophy; and secondary, 
post-neuritic, or white atrophy. The term “consecutive” is 
sometimes used to designate atrophy following a primarily 
choroidal or retinal lesion such as retinitis pigmentosa. It is 
unnecessary to discuss the ophthalmoscopic appearances, with 
which everyone is well acquainted. The ophthalmoscope 
enables us to detect the presence of atrophy and affords 
yaluable help and guidance in regard to its causation, but 
ophthalmoscopic evidence alone is insufficient to lead to a 
conclusion. While simple atrophy is typically associated with 
tabes and secondary atrophy with the result of increased 
intracranial pressure, and differentiation is easy in charac- 
teristic cases, confusion may occur in others in which the 
features are less pronounced. The appearance of post- 
neuritic atrophy tells us no more than that there has been a 
considerable swelling of the nerve head of some duration, 
while the appearance of simple atrophy is even less informa- 
tive as it may follow even well-marked swelling if it has not 
lasted long and if sufficient time has elapsed for resolution. 
It may, moreover, be difficult to decide whether an apparently 

ale disc is really pathological and also whether atrophy 
is unilateral or bilateral—a point of great importance. In 
the end the decision as to whether a disc is normal or not 
_ rests on the clinical experience of the individual observer. 
The visual impairment is often roughly proportional to the 
degree of pallor, but by no means always, and the relation 
between the two depends on the stage at which the patient 
is seen and on the nature of the lesion. For example, in a 
commencing descending atrophy from pressure or in multiple 
sclerosis when the focus is not near the eye the visual loss 
may far exceed the pallor, while in an early tabetic atrophy 
or in @ retrobulbar neuritis which has recovered the condi- 
tions may be reversed. 

The condition of the vessels is important, but, like the 
appearance of the disc, may be somewhat inconstant, and 


I have personally found it of even more value in different; 
ing between certain forms of simple atrophy than in docidiny 
whether a doubtful case is of primary or secondary type, 
Lastly, one need hardly refer to the significance of signs of 
choroidal, retinal, or vascular disease in the fundus, apart 
from the optic nerveitself. = = 

_The examination of the field of vision, of which central 
vision should be regarded as a part, provides information 
which is unobtainable in any other way, and is a method 
whose possibilities have not yet been fully explored. By this 
means the conductivity of the nerve fibres and, to some 
extent, the site of interference may be investigated, and from 
the results obtained inferences may be drawn as to the naturg 
of the lesion and its rate of progress. 

Perimetry has two aspects—the technical and the inter. 
pretative. 


. In regard to the first it is important to adopt the quantitative 


principle and to employ a wide range of test objects graduated ag 


oO size, @ method analogous to Snellen’s test for central vision, 
In addition to white, one colour, red, also ew graduated, ig 
reguired. Itis not sufficient merely to chart one field with a sing 
test object, but, as far as time will allow, a perimetric study shou 
be made ofeach case. The correct interpretation of the perimetrio 
evidence is based upon our knowledge of the anatomy, in the 
widest sense of the word, both normal and morbid, of the subgeni- | 
culate visual nerve path, and the more accurate our information 
in this connexion the better are we enabied to understand the 
significance of changes in the visual fields and to estimate the 
site of the causal lesion, its nature and its mode of action. 


Only the most important anatomical features can here he 
briefly surveyed. 


In the retina the nerve fibres are arranged radially on the nasal 
side of the optic disc and on the temporal side in an arching 
formation around the macula, those of the upper retiual quadrant 
being separated from those of the lower by a horizontal raphé 
which extends from the macula to the temporal periphery. A: 
vertical line passing through the fovea divides the fibres into 
crossed and uncrossed, the former being partly radiating and partly 
arched, the latter entirely arched. In the nerve the peripheral 
retinal fibres lie peripherally and those from the central patt 
centrally, except at its commencement. The crossed fibres lie 
mesially in the nerve; in the chiasma they spread widely out and 
lie mesially again in the tract. The uncrossed fibres lie laterally 
in nerve and tract and also in the chiasma, where they spread out, 
though not so widely as the crossed bundles. The macular fibres 
are similarly arranged and approximately centrally situated, 
—< in the anterior part of the nerve, where they are superficial 
and lateral. The blood supply is from end arteries which do not 
anastomose; in the retina it is central, in the nerve both central 
and peripheral from the pial sheath, and in the intracranial part 
of the nerve, in the chiasma and tract, pial only. We must also 
bear in mind the relationship of the nerve fibres to the post-nasal 
sinuses, to the sharp upper margin of the intracranial end of the 
optic foramen, to the carotid and ophthalmic arteries and the 
frontal lobe, to the circle of Willis, pituitary body, and infundi- 
bulam; and, lastly, the relationship of the tract and external 
geniculate body to the temporal lobe, adjoining cranial nerves, 
internal capsule, and other neighbouring structures. 


By making use of serially graduated test objects informa- 
tion is obtained not only as to the existence of impaired con 
duction but as to its amount and distribution over the cross- 
section of the nerve, and by correlating the field picture 
obtained with what is known of the course of the fibres we 
may to some extent locate the site of interference. Since 
certain morbid processes or lesions characteristically affect 
certain parts of tle subgeniculate pathway, the location of the 
site, in conjunction with the other symptoms, gives valuable 
guidance in diagnosis. Further, by making examinations at 
intervals and comparing the results, the behaviour of the 
lesion may be studied, and from this deductions may be 
drawn as to its nature and probable future course. 

The field changes with which we are concerned may be 
regarded as falling into two main classes—peripheral or con- 
centric contraction, and changes corresponding to groups of 
nerve fibres, or nerve fibre bundle defects, including scotomata. 
The term “peripheral contraction” is commonly used as if 
the field were impaired peripherally only and unchanged 
centrally, whereas quantitative testing shows that the central 
area is usually also affected. If a graphic representation of 
the field is drawn out it will be seen to resemble the elevation 
of a mountain with a high central peak,and a sloping plateau, 
surrounded by a precipitous edge, perpendicular on the nasal 
and steeply sloping on the temporal side. If this outline 


becomes depressed without other alteration it is evident that 


its circumference at the previous altitude is reduced or con- 
tracted. Depression” is, however, in most cases a more 
accurate term, and more explanatory of the state of the uerve. 
The first signs of this process will, it is evident, not be 
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ither. at the central peak or at the peripheral steep 

intermediate sloping zone. Thus commencing 
atrophy may be present in association with good central vision 
or Snellen’s types and apparently normal field boundaries, or 
‘central vision for Snellen’s test may be somewhat reduced 
while the periphery is normal in extent for a moderately 
large test object. By considering the field as a whole we 
recognize that reduced central vision with an apparently 
normal field boundary is not the same thing as reduced vision 
with a normal field which, caeteris paribus, is a contradiction 
sen fibre bundle defects are the reflection in the field of 
the retinal distribution of the fibres. The raphé gives rise to 
the nasal step and the arching bundles to the curved or 
comet-shaped scotomata which, in their fully developed form, 
extend from the blind spot to the periphery or to the raphé. 
These defects are common in optic nerve conditions and are, 
as is well known, most pronounced in glaucoma. ‘Their 
presence indicates a process affecting the nerve fibres as 
against the ganglion cells, and they have never been described 
in toxic atrophies. In nerve lesions they cross the vertical 
- meridian of the field, but in chiasmal or tract conditions they 
are limited by it. The constant relationship to each other of 
the crossed and uncrossed bundles in the nerve euvables the 
affected quadrant of the nerve to be deduced from the position 
of the field changes, and peripheral field defects correspond 
generally with lesions of the outer layers of fibres in the 
nerve, allowance bree | made for the position of the macular 
fibres near the eyeball. Near the chiasma the separation of 
_the bund'es makes it possible for a localized ‘lesion to produce 
a clearly defined quadrantic or hemianopic defect in one field. 
The interlacing of the fibres in the chiasma itself makes 


‘lesions here, as far as is known, always productive of bilateral . 


defects, though, to begin with, the lesion on one side may be 


very slight. In the tract, especially near its commencement, 


the fasciculi are s2parate again and a tract lesion may pro- 
~ duce unequal bilateral hemianopic field defects or, if localized, 

even a unilateral defect. ; 

In many cases in which one eye appears normal, by the 
test card and by the ophthalmoscope, it is desirable to test 
the field on the presumed normal side carefully for slight 
degrees of alteration. This can be quickly done with small 
test objects on the principle already mentioned, examining 
especially those parts of the ficld where slight defects are 
most easily demonstrable. The progressive or stationary 
nature of the condition may be demonstrated by comparing 
the fields for colour with those for white; if the colour fields 
preserve an approximately normal relationship to the white 
fields the atrophy is stationary or only very slowly progress- 
ing ; shou'd the colour fields be relatively much more depressed 
or contracted then the condition is advancing. This feature 
has been called by Roenne “ proportionality” and “ dispro- 
portionality.” Lastly, by repeating the examination altera- 
tions can be damned and the progress of the lesion watched. 

We are now in a postion, in all but exceptional cases, to 
say whether one or both nerves are affected or whether the 
lesion is above the nerves, and we know something about its 
site and its behaviour, knowledge which, considered together 
with the history, the evidence provided by general medical 
examination, and the other ocular signs, is of the greatest 
value in our search for the causal factor. 

In making a differential diagnosis the history is of very 
great importance, as is also the stage at which the patient is 
first seen. When a good history is not obtainable it may be 
impossible by any means of examination to be sure of the 
cause of an old atrophy, 

Let us now briefly discuss the application of these 
principles to some of the forms of atrophy most commonly 
‘mét with. For our purpose we may take the cases as they 
present themselves in clinical practice and place them in 
groups, which, however, will not be mutually exclusive. 


I. Both discs show simple atrophy : visual failure bilateral. 

JI. One dise shows simple atrophy, the other being normal; 
Visual failure bilateral. 
‘III. One disc shows simple atrophy, the other being normal: 
visual failure unilateral. 

Rie One. disc shows simple atrophy, the other papilloedema : 
Visual failure on the side of the simple atrophy or on both sides. 

V. Both discs show post-neuritic atrophy, or one simple and one 
post-neuritic: visual failure bilateral 
Vix One dise shows post-neuritic atrophy, the other being 


norma! : visual! failure unilateral. 


_ It is, of course, understood that the visual failure is not 
dué to any peripheral cause, and the consideration of atrophy 
due to choroidal or retinal disease and glaucoma is omitted. 


‘bul in such cases the atrophy is not progressive. 


I, Both discs show simple atrophy: visual failure 
bilateral. 

Group I is large and important and contains atrophies due 
to causes which act bilaterally. It includes the simp'e 
atrophy of tabes, atrophy following bilateral optic nerve 
lesions of the type usually classed together as retrobulbar 
neuritis whether of general or of local origin, atrophy follow- 
ing intoxications such as quinine or atoxyl, cases due to 
chiasmal or tract lesions, and some other varieties. 

In this group tabetic atrophy is the most important form. 
Owing to the fact that peripheral field defects are often 
not appreciated by patients the condition is frequently well 
advanced before the visual failure is noticed and pallor of the 
disc is already present. Asa rule the entire cross-section of 
the nerve is affected, producing a depression of the whole 
field—as shown by testing with serial test objects—which 
appears as a peripheral more or less concentric contraction 
it only one fairly large object is used. In advancing cases 
vision for red and green is relatively much more impaired 
than for white; in more slowly progressive cases colour vision 
fails proportionately with that for white. Less commonly 
large sector defects occur with fairly well preserved vision in 
the remaining portions, and in a rarer type great concentric 
contraction is associated with good central vision. Nerve 
fibre bundle defects, which are of a wider and grosser nature 
than those usual in moderately advanced glaucoma, are not 
uncommon and probably form the basis of the sector defects. 
Central scotoma is rare and, as in the case of hemianopic 
changes, such as bitemporal hemianopsia, suggests a com- 
plicating factor. 

Apart from the history, the general condition of the patient, 
the reflexes, and the pupils, which usually suffice to settle the 
diagnosis, the well-developed pallor of the disc at the time 
when the patient first complains of visual failure isa valuable 
and characteristic sign. The arteries are of normal size, and 
the lamina cribrosa distinct, the amount of cupping depending 
on the type of disc previous!y present. 

In cases of interference with the nerve path by pressure, 
injury, or inflammation the failure of vision occurs some time 
before the pallor, showing that the atrophic process is not 
the precursor but a sequel of the impairment of conduction. 
It is characteristic of the tabetic type of atrophy that this 
interval is extremely short, so that, unless occasionally in 
the second eye, the pre-ophthalmoscopic stage is infrequently 
met with clinically—a feature which characterizes only 
one other chronic progressive atrophy, that of glaucoma 
simplex. 

The absence of hemianopic signs in the fields excludes 
chiasmal and tract lesions and limits the investigation to 
conditions of the nerves. In all cases of optic atrophy of 
any variety in which there is any uncerta nty as to the 
diagnosis the Wassermann reaction should be tested. The 
chief diagnostic difficulty consists in the separation of cases 
of tabetic atrophy in which no other signs are present from 
other forms of bilateral simple atrophy in which a positive 
Wassermann reaction has been obtained either in the blood or 
in the cerebro-spinal fluid. Although in tabes the atrophy is 
usually more advanced on one side than on the other, uni- 
lateral cases are so exceptional that the risk of confusion 
with a true unilateral atrophy need hardly be considered, 
especially if the visual function on the apparently normal 
side is thoroughly examined by adequate methods. The 
great rarity of central scotema enables most cases of bilateral 
retrobulbar neuritis or interference atrophy to be excluded ; 
it is for the most part — in some old cases of this type that 
pale discs are found with little or no trace of central scotoma, 
Descending 
atrophy from basal meningeal syphilis may simulate tabetic 
atrophy, but often partakes more of the nature of a retro- 
bulbar neuritis, being associated with early and severe loss of 
vision and optic neuritis. In some cases of disseminated 
sclerosis atrophy simulating the tabetic type but not so 
pronounced has been described, but the steady visual loss of 
tabes progressing to blindness is absent, and this condition is 
practically excluded by a confirmed negative Wassermann 
test. Progressive simple atrophy with peripherally contracted 
fields is rarely of toxic origin, but cases have been described 
in connexion with lead and arsenic compounds. Only in the 
most aggravated cases of tobacco poisoning is partial pallor 
of the optic discs present and paracentral scotoma is tle 
most prominent field change. : ate 

A subdivision of this group contains cases in which the 
field examination shows signs of hemianopsia, either homony- 
mousor bitemporal. The lesion is situated at or above the 


1160 16; 1922] 


‘SECTION OF OPHTHALMOLOGY. | 


level of the chiasma, and as the atrophy takes some time to 


descend visual failure is noticed before ophthalmoscopic signs . 


become evident. Thus most of these cases appear in 
ophthalmic clinics before the stage of visible atrophy in one 
or both ‘ 

Bitemporal hemianopsia in typical cases appears first as 
a defect in the upper oner Raed of the field, soon invad- 
ing the lower outer, and then, often after an interval, the 
lower inner quadrant. The upper nasal quadrant is last 
involved. In progressive cases a scotoma is present in the 
central area which develops in the same way, so that the 
central field behaves like a small field within the field. The 
defects progress clockwise in the right field and couuter- 
clockwise in the left, and are always more advanced in one 
field than in the other. Sometimes by using graduated test 
objects the whole series of changes may be demonstrated at 
one sitting. Atypical cases are not uncommon in which a 
different sequence of the defects occurs, but the quadrant 
type is always present. When a tract is affected the hemi- 
anopsia is similar in type but homonymous, two corresponding 
upper quadrants being usually first involved. The most 
important causes are pituitary tumours and basal syphilis, 
and therefore it is essential to have an z-ray examination 
and a Wassermann test. Most of the tumours are intra- 
sellar, and by the time the field is affected, and still more 
when visible atrophy is produced, the sella is definitely 
altered. Suprasellar tumours of infundibular origin may 
produce no sellar alteration until large. As a rule when the 
sella is normal the tumour is probably growing from the 
olivary eminence or its neighbourhood, or the cause is most 
likely syphilis. The syphilitic cases are characterized by 
more rapid and intense field changes of the same general 
type, and when first seen the atrophy may not be pronounced 
or may be absent. In tract interference the atrophy is, of 
course, partial, and the contralateral disc is said to be the 
paler since the majority of the fibres cross. This one would 
only expect to find in a complete and uncomplicated 
interruption of one tract. 

Other causes of atrophy operating in this region which 
have been described are compression of the nerves against 
the upper edge of the optic foramen, producing horizontal 
hemianopsia with inferior field defects, and indentation of 
the nerves by hardened and thickened adjacent arterial 
trunks, giving rise to binasal hemianopsia. Softenings 
aud nutritional failure owing to arterial disease may occur 
at any part of the subgeniculate path, and doubtless 
account for some cases in which the cause is difficult to 
ascertain. 

The causation of bilateral simple atrophy following those 
conditions usually classed together as retrobulbar neuritis is 
often difficult to ascertain, especially when the case is seen 
some time after the active stage. There may have been no 
swelling or considerable swelling of the nerve head, and yet 
the final ophthalmoscopic picture is that of simple atrophy. 
The fields are characterized by central scotoma, sometimes 
with sector defects extending to the periphery, and arching 
nerve fibre bundle defects may be present. After the lapse 
of time bilateral pallor of the discs, with more or less visual 
impairment, with or without a definite central scotoma, 
remains. In other cases field changes may be extremely 
difficult to demonstrate, and central vision may be good. If 
first seen in the stage of stationary atrophy it may be very 
difficult to assign a cause to cases of thiskind. This question 
sometimes arises in connexion with children, pensioners, or 
compensation cases. Bilateral retrobulbar neuritis is rela- 
tively rare; it may occur alter infections such as influenza 
or measles, in syphilis, myelitis, disseminated sclerosis, 
inflammation of the nasal sinuses, and other conditions, and 
is of unknown origin iu Leber's disease. Amongst toxic 
conditions the atrophy following quinine is characterized 
by narrowed arteries and peripheral fie!d constriction ; most 
other agents, except arsenic compounds, cause central 
scotoma. As most of these conditions are essentially retinal, 
nerve fibre bundle defects are absent in the fields. 


II. One dise shows simple atrophy, the other being normal: 
visual failure bilateral. 

These cases really belong to Group I, but only one disc 
shows pallor at the time when the case is seen. The other 
disc usually becomes pale sooner or later. Chiasmal inter- 
ference is the most common cause. A careful examination of 
both fields will enable cases of this kind to be placed in their 
proper position in Group IL 


III. One disc shows simple atrophy, the other being norma]: — 


visual failure wnilateral. 
In this group is included the numerous class of unilateral 
atrophies. Most of these are due to retrobulbar neuritis 
injury, vascular obstruction, or some other cause acting uni. 
laterally. The apparently normal side should be very care. 
fully examimed to make sure that the case does not real] 
belong to the second group. ‘The field characters already dig. 
cussed and the history help to identify the majority of such 
cases. The thread-like vessels and the retention of a pateh 
of vision around the’ blind spot, pointed out by Coats, ig 
characteristic of obstruction of the central artery. In obstruc. 
tion of a branch the field defect corresponds to the distrib. 
tion area of the vessel concerned. ; 
Progressive cases belonging to this group are rare. Signs 
of the separate involvement oi the crossed bundle point to 
interference at the inner side of the nerve near its junction 
with the chiasma and indicate examination of the opposite 
field at intervals. The following.case is an example. 

‘Miss A. B., aged 40, seen May, 1921. Sudden partial loss of sight 
of right eye six months sagged Orbital pain at the time, 
Skiagrams of teeth and sella normal. L.V. 6/6 part, disc normal, 
R.V. 6/60, disc very slightly paler than left. Patient neurotic and 
difficult to test completely satisfactorily, but the left field was 
normal, the right showed a small temporal hemianopic scotoma 
with relative defect of the temporal field, especially in the upper 
quadrant. Diagnosis: Interference at inner side of termination of 
right optic nerve, anand by a growth from the dura over the 
olivary eminence. Two months later the right disc was definitely 
pale. The temporal defect was increasing and the visual impair. 
ment spreading across the vertical meridian into the nasal Rela, 
V=6/60 barely. L.V.=6/6 part, disc and field normal. Evident! 
the crossed fibres of the nerve were now becoming involved, 
Three months later the condition was much the same but with 
more involvement of the crossed fibres. Patient went abroad; her 
eyesight began to get worse in two months, and when last heard 
of two months later, or fourteen months from the ay 


ppearance of . 
the first symptoms, the left vision was 6/12 with a temporal field 


defect. 


This case was therefore for a year in Gronp III, is now 
probably in Group II, and will eventually enter Group I. 


IV. One disc shows simple atrophy, the other papilloedema: 
visual failure on the side of the simple atrophy 
or on both sides. 


In this small group of cases, to which attention has been © 


drawn by Foster Kennedy and Uhthoff, an intracranial 
tumour or abscess, so situated as to compress the intracranial 
portion of one optic nerve and prevent the access of fluid 
to its sheath—for example, in the frontal lobe—produces 
oedema of the other in the usual way. The field on the side 
with simple atrophy shows a central or paracentral scotoma, 
while the vision of the other eye may be unimpaired or may 
show commencing failure with contraction of the field. At 
the stage when these cases come under observation there is 
usually papilloedema on one side and commencing atrophy or 
a normal disc on the other. Presumably in time post- 
neuritic atrophy would supervene upon the papilloedema, 
with the corresponding visual changes. 


V. Both discs show post-neuritic atrophy, or one simple and 
one post-neuritic: visual failure bilateral. ; 

The majority of bilateral post-neuritic atrophies are due 
to increased intracranial pressure from causes such as cerebral 
tumour, hydrocephalus, or tower-skull, This subgroup is 
characterized by slow visual failure and concentric con- 
traction of the ficld, or concentric contraction plus hemi- 
anopsia when the visual ffath is directly involved. The last 
part of the field to disappear is often in the neighbourhood of 
the blind spot, so that a resemblance to a binasal hemianopsia 
is produced. Should central scotoma be present direct inter- 
ference with the intracranial portion of the optic nerve may 
be presumed. 

A second subgroup contains those cases in which direct 
interference with the nerves forms the main feature of the 
condition. Here the visual loss is usually rapid and intense, 
showing asa large central scotoma with wide sector defects, 
while subsequent improvement is the general rule. Syphilitic 
disease around the terminations of the nerves and the 
chiasma is the usual cause. Since the original swelling of 
the disc may be much greater on one side than on the other, 
one disc may finally show the appearance of simple atrophy, 
and it may be difficult to demonstrate the remains of a 
scotoma in the field if the case is seen for the first time in 
a late stage. In most cases of this group the question of 
diagnosis arises in the pre-atrophic stage. 
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VIL. One disc shows post-neurttic atrophy, the other being 


1: visual failure unilateral. “a 

In the last group are found cases of unilateral post-neuritic 
atrophy with a normal disc and unimpaired vision on the 
opposite side. Such cases are necessarily due to some local 


condition affecting one nerve which causes a swelling of the 


optic disc sufficient in degree and duration to produce the 


appearances of post-neuritic atrophy, and are not common. 
cases rsonally, in one a large central scotoma was 

nerve condition. Vascular obstruction 
L the nerve was diagnosed during the stage of gross visible 
swelling ; the patient had cardio-vascular disease. Had the case 
‘been seen first in the stage of atrophy the diagnosis could only 
have been presumptive. In the other example proptosis was 
resent and the field showed interference with the crossed fibres. 
ray negative. A tumour, probably of the nerve sheath on the 
jnner side near the apex of the orbit, was diagnosed. At netion 
aswelling of the ethmoid, just in front of the mesial lip of the optic 


foramen, was found. 


I am fully aware that this presentation of the subject is by 
no means exhaustive. Much that is of interest has neces- 
sarily been omitted or curtailed, and if attention has been 
somewhat concentrated on one method of examination in 
connexion with the clinical aspect of optic atrophy it is with 
full appreciation of the value of others, all of which are of 
importance in varying degrees in individual cases. That the 

roblem of causation will not be solved in every instance 
must be admitted, but we may be confident that by pains- 
taking investigation the proportion of unexplained ie. will 
gradually be reduced. 


DISCUSSION. 

Mr. A. F. MacCauzan, C.B.E. (Director, Egyptian 
Ophthalmic Hospitals), said: For many years we, at the 
Egyptian Ophthalmic Hospitals, have noted that there were 
a large number of cases of optic atrophy, but it is only during 
the last few years that a classification has been adopted 
which enables the origin of the condition to be understood. 
We divide the causes of optic atrophy into: (1) primary, as in 
‘spinal disease and arterio-sclerosis; (2) the result of retro- 
bulbar neuritis; (3) post-neuritic atrophy; (4) the result of 
disease of the retina and choroid; (5) after compression or 
injury of the nerve; and (6) unknown causes. Among the 
interesting cases reported during 1921 were 114 cases of optic 
atrophy. By far the larger number of these were of the 

t-neuritic type, 46 in all. Primary atrophy was met with 
9 times, in 16 of which the cause was stated to be unknown; 
in one case the patient had disseminated sclerosis, in another 
chronic myelitis, in a third spastic paraplegia. Retrobulbar 
neuritis was met with in 24 cases, 23 of which were patients 
who had recently suffered from an acute infectious disease, 
generally typhus; 11 cases were secondary to various forms 
of retinal disease; 3 were the result of compression or injury 
of the optic nerve. Finally, all cases were not sufficiently 
defined in their appearance to enable an accurate diagnosis 
to be made, but approximated in type to the primary form of 
atrophy. During the present year the increased interest in 
this condition will lead, it is hoped, to the reduction of the 
unknown forms in our statistics by increased pertinacity in 
obtaining the patient's history, and in the examination of his 
general condition. 


Dr. Percrvat J. Hay (Sheffield) mentioned a case of optic 
atrophy occurring in a child about 18 months old after an 
attack of acute meningitis. The child was first seen soon 
after the attack, when the optic discs appeared to be normal. 
Three months afterwards they were quite white, the child 
being otherwise quite well. . 


Dr. L. WEBSTER Fox (Philadelphia, U.S.A.) said that he 
was particularly interested in the history and the causes of 
optic atrophy. There was one condition and source which 
had not been mentioned, and that was wood alcohol. The 
optic nerve showed a pallor of the head of the nerve which 
was' even whiter than a post-neuritic atrophy. He had seen 
a patient of this character where the poison was only imbibed 
twenty-four to thirty-six hours previously. Why injury of 
the visual centres should take such a long period of time 
before ophthalmoscopic evidence showed—although blind- 


» hess had been present for months—and wood alcohol such 


a short time was a question which thei logists t 
before them to decide. 


_Mr. N. Bistop Harman (London) said: The subject under 
discussion covers so much clinical ground that it is difficult 
to handle. There ig scarcely a case of uveitis of any 


severity which does not cause some optic mange there 
is no congenital defect causing partial blindness which is 
not associated with some atrophy, and even a case of 
ophthalmia neonatorum may be held accountable for the 


f same atrophy, for in after years we find those who have 


suffered from this disease without consequent corneal injury 
have poor vision with defective fixation and nystagmus, 
as a result of the lack of development of the macular 
elements owing to the closure of the eyes during tho early 
weeks of life. Strictly speaking, all these cases should come 
into the category of optic atrophy, but no doubt we are to 
limit this discussion to cases where the atrophy.is manifest 
to the eye of the observer by means of the ophthalmoscope 
or by other appropriate tests. 

Last year I gave to this Section a report on some 4,000 
cases of blindness. I have picked out from this collection 
the cases of optic atrophy. The cases fall into three groups : 
(1) babies, (2) school children, (3) all ages. 

1. Amongst 63 blind babies there were 7 cases of optic 
atrophy, or 11 per cent. Of these, 2 were due to irido-cyclitis 
of great severity arising from cerebro-spinal meningitis; 
5 were uncomplicated optic atrophy—2 from meningitis, 
2 combined with undoubted cerebral Nefect, and of one the 
cause could not be ascertained. 

2. Amongst the 1,855 blind school children there were 
355 cases of optic atrophy, or 19.2 per cent. Macular defects, 
albinism, congenital nystagmus, and sympathetic ophthalmitis 
are excluded from the count. The greater number of cases 
(210) were associated with disseminated choroiditis and 
definitely due to syphilis, and a further 19 were probably 
due to the same cause; 39 were uncomplicated cases of 
atrophy the cause of which could not be ascertained, 16 were 

t-febrile (scarlet fever, diphtheria, influenza, one each, and 

unknown), 20 meningitis, 6 cerebro-spinal meningitis, 
4 from head injuries, 7 familial atrophy, 4 familial choroiditis 
with partial atrophy, 39 retinitis pigmentosa, and 17 buph- 
thalmia. Of the cases of optic atrophy, no less than 230 
were due to congenital syphilis, or 65 per cent. 

3. Amongst the group included under all ages, in which, 
naturally, adults predominate, there were 270 cases of optic 
atrophy in 925 blind and partially blind persons, or 28 per 
cent. Forty-eight were uncomplicated atrophy: 25 of these 
were primary (of which 6 were definitely syphilitic), 2 Leber's 
disease, 11 tabes dorsalis, 5 pituitary disease, 5 hemianopsia. 
Vascular disease accounted for 53: of these 8 were embolism 
or thrombosis of retinal vessels, 25 renal retinitis, 13 diabetic 
retinitis, and 7 retinitis pigmentosa. Glaucoma accounted for 
67: with buphthalmia 3 chronic 43, and acute 18. There 
were 102 cases of say with choroiditis: with 
macular disease 26, cent senile choroiditis 45, syphilitic 
disseminated choroiditis 19, and 12 with disseminated choroid- 
itis from other causes. Among this all-ages group 36 cases 
were definitely due to syphilis, or 14 per cent.; bat how many 
of the vascular and senile atrophies were due to degenerative 

rocesses primarily set up by this disease we can only specu- 
Tate. Vascular diseases account for the highest total of 
atrophy, for we must include with these not only those 
definitely assigned to vascular disease, but also those de- 
generative changes in which there is a senile or pre-senile 
wasting of essential portions of the nerve. It is noteworthy 
that there were no cases of toxic atrophy. It is true that 
there were 7 cases of tobacco amblyopia, but since there was 
reason to believe that they recovered these do not come 
into the count. No cases of lead or wood alcohol poisoning 
or other similar toxic blindness were recorded. 

The special point that arises from these figures on the 
etiology of optic atrophy is the increase of the incidence as 

advances, from 11 to 28 per cent., and the predominance 
of different factors at different ages: in infants, meningitis; 
in school children, congenital syphilis; in all ages, syphilis 
and vascular diseases. The disastrous effects of congenital 
syphilis are such that no efforts should be spared that will 
ensure the effective treatment of syphilis before parenthood 
is undertaken. 


Mr. J. Gray Ciece (Manchester) said that he had looked 
up all his private notes and found 160 cases in which atrophy 
of the optic nerve was the chief lesion. They could be 
grouped as follows: primary atrophy 78, of which 49 were 
bilateral and 29 monolateral ; post-neuritic 51; consecutive 
10; toxic 2; traumatic 19, of which 17 were monolateral 
and 2 bilateral. In reply to one of Dr. Hawthorne’s queries 
he said that personally he had never seen an atrophy of the 
optic nerve that could be attributed to the use of arsenical 
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preparations. In tobacco amblyopia there was frequently 
some pallor of the discs, but it was most advisable never to 
omit examination for glycosuria in cases apparently due to 
that cause. Mr. Pringle’s explanation of sudden blindness 
in cases of comparatively slight blows on the skull was 
interesting because he had felt for some time that frac- 
ture through the optic foramen was often a mere assump- 
tion. Radiograms would help in settling the question as 
to the frequency of fracture. He had been struck, in look- 
ing over his private notes, by finding as many as 19 cases 
of traumatic blindness due to skull injury, of which two 
were bilateral. 

Haemorrhage into the sheath cf the optic nerve could not 
be the only cause of the sudden Icss of sight, for in two cases 
he had come across altitudinal hemianopsia from a slight 
concussion. Oue resulted from a fall in a boy, and the upper 
half of the field was lost. The other occurred in a woman 
against whose nose a door banged. No local bruise appeaied, 
but an inferior altitudinal hemianopsia resulted in the opposite 
eye, and blood was seen extending from the disc margin into 
the retina. In both cases the corresponding half of the disc 
eventually atrophied. It might be assumed that were the 
explanation merely haemorrhage into the optic nerve sheath 
the limitation of damage would not be so definite. 


Mr. Inetis Pottock (Glasgow) mentioned the case of a 
girl, 10 years of age, with a dermoid of the pituitary fossa, 
in which the only symptoms were double optic nerve atrophy 
and possibly, on x-ray examination, slight enlargement of the 
pituitary fossa. The dermoid was found by Mr. Pringle on 
operation to be of the size of a large walnut. There was no 
sign of intracranial increased pressure found at the operation. 
Mr. Pcllock stated that he had scen one case of optic atrophy 
due to salvarsan, but he had also seen cases of syphilitic 
optic neuritis recover after a course of salvarsan or neo- 
salvarsan. He had ako sent one of the traumatic cases to 
Mr. Pringle, who found, four weeks after, blood clot com- 
pressing the optic nerve. 


Dr. J. C. Douatas (Newcastle, New South Wales) desired 
to discuss two points in connexion with the papers which had 
been read. The first was the classification of optic atrophy. 
He had been very much struck with the confusion which 
seemed to exist in the minds of many ophthalmic surgeons, 
and still more in the minds of students, as to the different 
forms and types of atrophy. Some talked of primary and 
secondary, others of simple and post-neuritic, others again 
of tertiary atrophy, or consecutive atrophy, or primary 
atrophy of retrobulbar type. One well-known London 
ophthalmologist classified them as atrophy of retinal origin, 
of disc origin, and of retrobulbar origin. That was good so 
far as it went, but when they came to details it was found 
that in those of retinal origin he placed retinitis pigmentosa 
—a form which, according to the textbooks, was supposed to 
commence in the choroid and not in the retina at all. When 
an ophthalmic surgeon found optic atrophy in the course of 
w routine examination he might ask himself to what type did 
the case conform, and might seek’ to draw conclusions there- 
from as to the possibie cause. It was there that most students 
found great difficulty. 

The speaker recognized three distinct types of atrophy 
which, when they were well marked, bore very little re- 
semblance to each other. Type 1 was the grey atrophy of 
tabes, which might have a bluish or greenish tinge according 
to whether the patient was fair or dark, the vessels were not 
reduced, and there was no pigmentary disturbance in the 
fundus and no white lines along the vessels, Type 2 was 
inflammatory atrophy. The disc was very white in colour, 
the edges ill defined and irregular, connective tissue filling 
the cup and along the vessels, and the vessels were distinctly 
reduced in size. ‘ype 3 was vascular atrophy. The disc was 
waxy and yellow, the vessels were extremely reduced in 
calibre, and there was much pigmentary disturbance in the 
periphery or great pallor of the whole fundus. Such a classi- 
fication as that suggested would be, in his opinion, an 
improvement.on the existing forms, and at the same time 
would be more complete, and the names “primary” and 
“secondary’”’ could be abolished altogether. He suggested that 
some cases of atrophy following injury to the skull were due 
to simple pressure either by displaced bone or by blood clot 
or traumatic periosteal swelling—a condition which might be 
temporary and capable of cure by surgical interference. It 
was, in fact, a condition of “ physiological block,” such as 


Cushing had described as occurring frequently in Pituitary 
tumours, and which he had found to recover when the tumour 
had been removed or a pituitary cyst had ruptured spon. 
taneously. Such a case of semi-temporary optic atrophy with 


recovery, following upon an injury to the head, was reported 


in a recent number of the Australian Medical Journal. 


Dr. James ALEXANDER Witson, 0.B.E. (Cambuslang), saig 
that the optic nerve emerged from a rigid bony ring into 
a space where there was provision for mobility, and he under. 
stood the suggestion of Mr. Pringle to be that the jolt from 
a fall or blow on the head caused laceration of blood vesgelg 
at that locality. He had notes of three cases of head inj 
from falling in which there was no evidence of fracture, Jy 
one of these defective vision was noticed within a few dayg 
and in the other two only after several months. All finally 
presented monocular optic atrophy. He had seen other cages: 
of monocular and binocular optic atrophy for which he could 
not find any cause. Mr. Pringle by his persistent investiga. 
tions had been able to give some valuable information about 
the cause and possible treatment in the traumatic group, 
Dr. Hawthorne had approached the subjcct from the wider: 
outlook of the physician, and incidentally had demonstrated 
the value of the ophthalmic physician. With Dr. Traquair 
working backward through eye manifestations and all’ con. 
verging on one cause of blindness they had exhibited the 
success that could be obtained by co-operation or team work, 
Last year we had an interesting paper on the causes and 
prevention of blindness by Mr. Bishop Harman, and to-day 
that investigation was being continued. Many questions 
remained unanswered, and he wished he could persuade the 
Glasgow ophthalmic surgeons to continue this investigation 
and present a report on it to the next Annual Meeting. An 
end-result was being considered and it was necessary to get. 
back to early stages and so on to causes. All roads ulti- 
mately led to prevention. The more important work of the 
ophthalmic specialist of the future would involve knowledge 
and skill in the art of preventing disease, or of preserving the 
eyes in a.condition of health and efficiency. All thanks to 
those who were helping towards that goal. 


Mr. Tuomas H. Bickerton (Liverpool) remarked that in 
forty-one years of practice he had seen many cases of 
complete monocular blindness. In those cases of traumatic 
origin, the character of injury clearly indicated in many 
cases damage to the optic nerve by fracture of skull 
or haemorrhage. In other cases, whi'e there was definite, 
history of injury to the head—usually to the brow or the 
back of the head—it had been of so trivial a character that 
it would require an elastic imagination to attribute the con. 
dition either to fracture or haemorrhage. In other cases, 
again, no history of injury could be obtained, even after the: 


most careful inquiry. Absence of history of injury did not 


necessarily exclude injury. He had recently seen a girl of 
13 who had “ gone blind suddenly ’—a case of white atrophy 
of the right eye. Careful inquiry elicited no history of 
injury. A few days later her mother called to say that on 
making inquiries in the family the child’s grandmother 


remembered that three years previously the child when stay- 


ing with her returned one Sunday with the story that a girl 
companion had pushed her and she fell, striking her head, 


Her head ached and she lay down for two hours, went to 


Sunday school that afternoon, and next day to school as 
usual. 


Whether in this class of case there had been injury 


or not, his knowledge of the intimate cause of blindness at 


present belonged to Mr. Bishop Harman’s classification, 
“cause unknown.” The practical importance to be borne in 


mind in this class of case was: (1) Individuals holding 


accident insurance policies would be wise to report to the 


insurance company any accident that occurred to the, 


head, however slight. (2) Medical men might wisely warn 
patients coming to them with head injury, however slight, 


not to settle with insurance companies until six months. 


had elapsed. 


Mr. J. Hocartu Prince, in reply, said: The idea is that | 


the haemorrhage is due to altered tensions in the orbital 
cavity the result of the violence. The slight cases showed 
a full ampulla, and from that one finds all states up to 


an absolutely full optic nerve sheath. Whether the intra-. 


vaginal haemorrhage is the cause of the blindness or not I do 
“a know, but it is certain that in this type of case the optic 
nerve is compressed by blood within its sheath. 
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BOVINE ACTINOMYCOSIS, ITS PATHOGENESIS 
AND TREATMENT BY VACCINES, 


BY 
w. M. SCOTT, F.R.C.V.S., 
Bridgwater. 

ife hi of the organism of actinomycosis, to those 

Tife Japrophytio existence, is practicall unknown. 
Medical opinion appears to incline to the view that it leads 
a saprophytic existence upon the alimentary mucosa, its 
yasitic propensities developing with an abrasion of that 
membrane. When it is remembered, however, that cases of 
pyorrhoea and dental caries in man are legion, one would 


. think that in these circumstances more cases of actinomycosis 


‘aw would be seen. The practitioner of veterinary 
neha inclines strongly to the belief that the organism 
leads an active existence on vegetable matter, and one is 
almost tempted from practical experience to go so far as to 
conclude that the vegetable kingdom is the natural habitat of 
the fungus, and animal tissue its accidental home. Certain it 
is that some farms are more predisposed to the disease than 
others, and further that some fields on these farms produce a 
larger number of cases. Moreover, climatic conditions appear 
to exercise a considerable controlling influence on the growth 
of the fungus, as the number of cases is largely seasonal. 
Thus, the dry summer of 1921 and the abnormally dry suc- 
ceeding winter reduced my springtime cases by 75 per cent., 
while the very wet summer of 1917 gave an abnormal increase. 
In that year lingual actinomycosis was particularly rife, and 
I attributed this fact partly to the wet season and in part to 
the excessive growth of thistles, the prickles of which acted 
as an excellent “inoculant.” On this point it may be interest- 
ing to note that lingual actinomycosis is very common in 
oxen. These animals prelend their food with their tongue, 
consequently if there is any hard fibrous or prickly element 
in the fodder that organ becomes an easy victim to inocula- 
tion. Equines, on the other hand, scissor their food with 
their incisors, and in these animals the tongue is very seldom 
seen infected. Further, permanent pasture land is a more 
prolific source of infection than land which is under cultiva- 
tion, pointing again to the possible fact that reproduction 
of the parasite outside the animal body does take place 
under unmolested conditions, and, speaking from my own 
experience, where I see one case on cultivated farms, I see 
ten to fifteen cases on permanent pastures. 

The region of the head and neck in cattle being the most 
common seat of the disease strongly suggests that the active 
germ is ingested with the food. A perfectly healthy and 
unabraded mucous membrane conceivably offers in itself 
sufficient resistance to mycelial infection. Greater facilities 
of infection, however, occur in these cases where the mucous 
membrane is abraded, as, for example, in the eruptive phases 
during dentition. Hence it is that young cattle are more 
predisposed.to the disease than older animals, The most 
common seats of infection, as far as my own records go, 
work out at the following ratio: tongue 45 per cent., jaws 
33 per cent., lips 3 per cent., submaxillary 7 per ccnt., sub- 
parotideal 15 per cent., pharyngeal and retropharyngeal 7 per 
cent. Primary infection of the skin is very rare indeed, but 
secondary contamination is not at all uncommon. I have 
encountered several infections of the manima in pigs, 
probably a dozen in all, six in the cow, and two in the goat, 
the channel of infection in these cases pointing to the milk 
duct.. The internal organs are also occasionally infected, 
although seldom diagnose’ during life. Observers in charge 
of abattoirs have detected the disease in the alimentary and 
respiratory systems, the liver, spleen, kidneys, testicles, 
uterus, and brain. 


Pathogenesis, 

No sooner does the organism invade the tissues than a 
rapid development of the cellular elements takes place as the 
Pind le the inflammatory reaction. Some of the filamentous 
fragments and coccus-like bodies are taken up by the phago- 
cytes and carried into the healthy adjacent tissues, and 
always with the possible result that where the organism is 
not destroyed fresh infective foci are established. Where 


the tongue is the seat of infection consequent upon bacteria! 
stimulation, that organ undergoes rapid fibrosis, attains an 
enormous size, often protrudes from the mouth, and, losing 
its contractile power, uuless relief is obtained, the animal dies 
from inanition. The dorsal surface and sides of the tongue 
present an irregular appearance as the result of nodular 
elevations. These nodules are firm in consistence, and of 
a greyish-yellow colour. When the tongue is cut into the 
parenchyma is hard and fibrous, showing numerous circum- 
scribed projecting centres varying in size from a milletsecd 
to a pea, or even larger. Some of these areas present 
advanced degenerative changes. In the larger and older 
nodules the substance may be cheese-like. Surrounding these 
areas are dense masses of newly formed connective tissue 
cells, penetrating between which one may detect under the 
microscope mycelial elements. _ 

Occasionally the deep lingual lymphatic glands are affected. 
This added infection seriously hampers therapeutical measures, 
a fact that has struck me on many occasions. In advanced 
and very aggressive cases ulcerative changes take place on 
the mucous membrane, and extension to the buccal mucosae 
by contiguity is not uncommon. If these ulcers are carefully 
examined bag She be found studded with angry bluish-red 
granulations between which are small yellow or greyish- 
yellow nodules. The edges of the ulcers are usually well 
defined. Where the jaw-bone is involved the first step is an 
acute ulcerative inflammation of the mucosa in the vicinity 
of the teeth at the seat of inoculation, followed by an acute 
alveolar periostitis, which extends and enlarges the bone. In 
the meantime the medullary elements become invaded, giving 
rise to a rarefied granular osteitis with the formation of 
cavities packed with infective elements. As the disease 
advances the teetl may loosen and fall from their sockets, 
or infection may spread towards the cutaneous structures, 
which in due course become involved, break down, and 
from the sinus infective pus discharges, an angry-looking 
cauliflower-like growth developing on the bone as the 
point of exit. 

In the pharyngeal region the disease manifests itself as an 
infective granuloma varying in size from a hazel-nut to 
a cricket ball, or even larger. ‘These may eventually become 
distended by purulent accumulations, or they may remain 
hard and fibrous throughout and tending to increase and to 
embarrass respiration and deglutition. In the submaxillary 
and parotid regions the neoplasm takes on a round or oval 
shape, the salivary glands seldom escaping infection. At first 
it is surrounded by an oedematous effusion, giving an irregular 
contour to the growth. In due course this becomes absorbed, 
leaving the growth, which at this stage is hard and fibrous, 
sharply defined. In time it tends to soften in the centre and 
discharges an infective pus. In the lungs the disease may 
simulate the miliary form of tuberculosis, the nodules being 
of a greyish-yellow colour, or large purulent cavities may 
develop in the parenchyma. In the mammary gland one or 
more soft degenerate infective centres develop surrounded by 
dense fibrous elements. 

Pus, in the truest types of actinomycosis, is a somewhat 
rare quantum, and in some cases is not present at all, 
especially in the early stages. It would appear in this 
slow-growing disease that a rapid and hyperactive fibrosis, 
commencing almost at the outset, thwarts the suppurative 
processes. This may be due to a rapidly developed anti- 
tryptic content on the part of the host’s blood or a low tryptic 
power of the pus itself, or both of these factors may be acting 
in unison. In this the disease closely resembles discomycosis 
equi. In old-standing cases where pus is much in evidence 
it would appear that the usual pus-producing organisms are 
the primary factors. In a typical case the pus is usually 
thin, watery, and sometimes sanious, suggesting a lack of 
leucocytosis, but occasionally one comes across a case where 
the pus may be defin-d as “laudable.” These latter, in my 
experience, are the most amenable to treatment. On tlie 
other hand, the worst cases are those where the pus is thin, 
ichorous, and emits a sickly penetrating smell. If a close 
search is made in such a case a foreign body will invariably 
be found, such as a blade of grass, straw fibre, barley or 
rye, grass awns, etc. 


Biological Therapy. 

With regard to treatment by vaccines a very common 
fallacy exists in the minds of some practitioners who look 
upon vaccine therapy as the alpha and omega of all treat- 
ment and are content to ignore collateral measures which go 
to facilitate recovery. To inject a vaccine into an animal 


our 
On. 
ith | 
aid. 
nto 
er. 
om | 
ely | 
ry 
Ih 
Lys | 
ily 
ald 
ut’ 
ap. 
ler: | 
: 
air 
he 
rk, 
nd 
ay 
ng 
he 
on 
An 
eb. 
ti- 
he 
ge 
he 
in 
of 
tic 
ny 
all | 
ite. 
he 
at 
n-, | 
he: 
ot’ 
of 
Ly 
of: 
on 
er 
d, | 
to | 
aS | 
n, 
in 
1g 
16. | 
16, 
dd 
to 
lo 
ic 


1164 DEC. 16, 1922] 


BECLION OF PATHOLOGY. 


[ 


with active mycelial foci surrounded by and maybe almost 
cut off from adjacent healthy tissues and expect immune 
bodies activated by the antigen to reach the bacterial zone 
is really asking for the impossible, and in like manner to 
anticipate a large fibrous growth, surrounded by a dense 
matrix in the centre of which is a cavity distended with pus, 
to disappear is also unreasonable. In the case of lingual 
involvement, where the animal is seen early, fibrosis being 
present only in a moderate degree, and where the lymphatic 
glands are quite healthy and active, vaccines alone have given 
me satisfactory results, but I am of opinion that even here 
additional treatment with iodine expedites recovery. 

After an experience of 43 cases treated by vaccines, I con- 
sider the treatment has a high therapeutical value. I always 
use autogenous vaccines, and where secondary infections are 
in evidence, those bacteria are also embodied in the antigen. 
The initial three or four doses are sterile, the succeeding 
half-dozen attenuated, while the subsequent doses are viru- 
lent. In injecting virulent cultures, after a degree of 
immunity has been established, I have never seen any 
untoward results of importance, while as therapeutical agents 
they are far ahead of sterile vaccines. It may be of interest 
to note that the cases which made the test recoveries were 
those where the organism grew best under aerobic conditions, 
and, per contra, those which preferred anaerobic methods 
proved the most obstinate. , 

Tabular analysis of the cases treated by vaccines works out 
as follows. Some of these were taken in the early stages, 


and responded well to treatment, some were moderately 


advanced but made good responses, the remainder were 
old-standing neglected cases requiring very prolonged and 
persistent measures. 


Recoveries. 
Tissues Affected. No. of Failures. 
Cases. 
Complete Partial. 
Tongue 16 15 1 
Jaw 15 ll 1 3 
Parotid ... + awe 6 4 1 1 
Pharyngeal .. 3 2 
Jaw and parotid... 3 x 1 


Summary and Conclusions. 

1. The bacteriology of the group actinomyces is most com- 
plicated and unsatisfactory, giving ample scope for the joint 
action of human, comparative, and plant pathologists. 

2. If the parasite does lead a separate existence outside the 
animal tissues its haunts and habits should be investigated, 
for until this point is cleared up preventive measures must 
ever be empirical. 

3. How the salts of iodine act therapeutically in cases of 
actinomycosis is an interesting field for speculation, and 
possibly by investigations carried out along these lines other 
side-tracks in the large field of chemical therapy might also 
be discovered. 

4. Although the clinical data of actinomycosis are generally 
based upon an even and more or less regular plane, the same 
observation cannot be applied to the causa causans, this latter 
being most diverse and confusing. It must be confessed, 
however, that cases are seen in practice occasionally which 
simulate actinomycosis and are not so save in macroscopical 
appearances only. 

5. Vaccine therapy is a valuable adjuvant in the thera- 
peutics, virulent antigens giving by far the best and most 
uniform responses. 


THE HEALING OF GASTRIC ULCER. 


BY 


MATTHEW J. STEWART, M.B.Guas., M.R.C.P.Lonp., 


Professor of Pathology, University of Leeds. 


Tue spontaneous healing of gastric ulcer in man is a problem 
about which very diverse views have been expressed. In 
general, it may be said that most physicians believe that 
gastric ulcer frequently heals spontaneously, most surgeons 
that such an occurrence, especially in the case of chronic 
ulcer, is exceptional, and that even when healing does 
take place there is a great tendency for the scar to break 


down later. 


For the past eighteen months, in the post-mortem y, 

I have been carefully examining the stomach and. duodenuy 
for evidence of scarring, while noting at the same time 
incidence of ulceration in these viscera. As mig\it be ex, 
pected, scars have been found with much greater frequeng 
during this pe-iod than in previous years, in fact more ge. y 
were found during 1921 than in any three of the eleven 
immediately preceding. There can be no doubt that this jg 
due to failure to find scars which were present, and 
figures for the eleven-year period 191C-20 must be regardeq 
as quite unreliable. 

The routine method of examination adopted is to disteng 
the stomach with water to a moderate extent, and then to Jg 
it open with scissors along the line of the gieater curvature, 
The scissors cut is continued through the pylorus along the 
concavity of the duodenum. By this method the greg 
majority of gastric and duodenal ulcers and scars escape 
injury. The mucosal aspect of the stomach is then washed 


mucus this is gently removed, either by a stream of water, or, 
if that fails, by wiping with pledgets of wet cotton- wool, 


out. In the stomach they usually present an almost per. 
fectly smooth surface, but are conspicuous by reason of..their 
whiter colour and the presence of numerous radiating whitigh 
streaks round about. Almost invariably there is a localized 
area of fibrosis, with similar radiations, on the peritoneal] 
aspect of the scar, with or without a band of adhesions to some 
adjacent structure. On section, the scarred area is thinner 
and tougher than normal, and is of a dead white or yellowish. 
white colour, instead of the normal grey of the stomach wall, 
Most of the scars found in this way have been submitted to 
microscopical examination, with verification of their presence. 
in every instance. In the duodenum also the fact of scarrin 

is easily determined in most cases, but a larger proportion 9 

doubttul scars is met with. os 

Histology of Scar Formation in Stomach and Duodenum. 

In each case either the whole stomach, or a considerable 
portion of it including the lesion, has been pinned out flat on 
a board, which has then been floated, specimen downwards, 
in a large tank of Kaiserling solution No.1. After three or 
four days’ fixation fairly large b'ocks of tissue have been 
taken through the scarred area, including, wherever possible, 
a margin of healthy stomach at either end. ‘ These have then 
been embedded in paraffin. 

The presence of scarring is indicated microscopically b 
fibrosis of the muscular coat. In most of the scars included 
in this series the fibrosis involves the whole thickness of the 
muscularis, clearly indicating, I think, that this coat had been 
completely perforated by the ulcer. In most cases the centre 
of the scar consists of fibrous tissue only; in others a few 
thinned and atrophied strands of muscle are also present, 
embedded in the fibrous mass. Blood vessels are féw in 
number in the central area, and those present are little more 
than endothelial tubes. They are clearly a new formation 
and not a relic of the former vascular arrangements of the 
part. At the margin the fibrous tissue merges gradually 
into the surrounding muscle. Fibrous thickening of the 
peritoneal coat is also present in many cases. For the 
demonstration of these scars Mallory’s connective-tissue stain 
(acid fuchsin, anilin blue, orange G) has proved most satis- 
factory. The dense fibrous tissue of the scar is stained bright 
blue, the muscular tissue red, and apy elastic tissue which 
may be present yellow. 

In the duodenum the muscular wall is normally much 
thinner than in the stomach, and the microscopic evidences of 
scarring are therefore the less conspicuous. Many duodenal 
scars, especially those of the posterior wall, are firmly 
adherent to the pancreas, and this organ may show consider: 
able fibrosis in consequence. In the floor of chronic gastric 
and duodenal ulcers, as well as in the resulting scars, one 
often sees blood vessels which are the seat of a chronic 
obliterating endarteritis and endophlebitis, while a striking 


become implicated in the fibrotic process. 


Incidence of Gastric and Duodenal Scars. 

In the following table the post-mortem findings are anal sed, 

as regards both ulceration and scarring, during the year 1921, 

These figures are admittedly too few to satisfy statistical 

requirements, but they afford sufficient evidence to show that 
healing of gastric and duodenal ulcers is a common event. 


completely free from food débris, and if there is any adherent 


When looked for in this way, most scars are easily madg ' 


feature of many is the way in which large numbers of nerves” 
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; 9 Post-mortem Examinations at the Leeds 
Cases. Per Cent. 


Gastric ulcers (18 cases) 


eee eee 8 eee 1.3 
Duodenal ulcers (31 cases) ; 


hows, for comparison, the post-mortem statistics 
Pg Leds General Infirmary during the twelve years 1910 
to 1921 inclusive. As already stated, the figures for gastric 
and duodenal scars here given cannot be accepted as a true 
criterion of the frequency of these lesions, but they probably 
afford evidence of value as to the relative aeaneeee of single 
and multiple scars in the viscera concerned. This is of 


‘i when 
eeling of chronic as distinguished from acute ulcers, 


_—Twelve Years’ Post-mortem Statistics, Leeds General 
Infirmary, 1910-21 inclusive. 
Cases. Per Cent, 


Post-mortem examinations 5.900 


Cases of gastric and duodenal ulceration 337 ... 5.7 
uodenal ulcer cases... 
Acute gastric ulcer ase «oe «= 
Acute duodenal ulcer ... jas 
Gastric scars (50): 

Single eee eee eee eee 40 


Duodenal! scars (34): 

Single ‘se eco 

It is concluded from the figures given in Table III that in 
5 out of 6 cases acute ulcers of the stomach are multiple, 
while chronic ulcers are almost invariably single. In the 
duodenum the same ne rule holds good except that in 
the chronic lesion a double ulcer is present in no fewer than 
1 case in 7. : 


TABLE III.—Acute and Chronic,* Single and Multiple Ulcers. 
No. Single. Multiple. 


Gastric ulcer: 
Chronic... Ie. 2 (2 ulcers) 
Duodenal ulcer: 


Acute 1 
Chronic im 26 (2 ulcers) 


An interesting comparison may be made between the ratio 
of chronic and acute ulcers and that of single and multiple 
scars. In the stomach chronic ulcer is four times more 
common than acute, single scars are four times more 
common than multiple. Similarly, in the duodenum chronic 
ulcer is fourteen times more common than acute, single scars 
are sixteen times more common than multiple. From a con- 
sideration of these various figures it is suggested that chronic 
ulcers have as good a chance of healing as acute ones. 

In 12 out of the 50 cases of gastric scarring mentioned in 
Table II there was a quite separate and independent chronic 
ulcer in another part of the stomach, which suggests that the 
well-known recurrent nature of this lesion may be due in 
many cases to fresh ulceration, and not to breaking down of 
the old scar as is commonly supposed. 


Sex Incidence. 
, The chief point of interest emerging from this part of the 
investigation is that whereas chronic gastric ulcer is some- 
what commoner in men than women (60 to 40), the reverse 
is the case with regard to scars (46 to 54). 


Hour-glass Stomach and Stenosis of the Pylorus and 
Duodenum. 

These are some of the less common but still very serious 

complications of gastric and duodenal ulcer, and all are 


*The differentiation of acute and chronic ulcer 
was made o 
anatomical grounds, both naked-eye and In the 
H ean-cut, punched out, often with rtions of 
slough or altered blood clot adherent to the floor, and oR say little 


thicket tence of chronic reactive inflammation; chronic ulcers with 


was the amount and density of the fibrous tissue reaction around and 
duodenum it fe mach more dimieat to 
the percentage of error is probably — orga, but in the stomach 


one attempts to determine the possibilities. 


directly attributable to the healing process of cicatrization. 
In the present series of 5,900 post-mortem examinations there 
are 19 cases of pathological hour-glass contraction of the 
stomach due to ulcer, and 11 cases of simple pyloric stenosis. 
In two of the cases both lesions are present, giving'a total 
of 38 cases in all. In addition, there are two cases of simple 
duodenal stenosis, the result of extensive old scarring. Nine 
of the cases of hour-glass stomach had scarred completely ; 
10 were still the seat of active ulceration. The condition 
would appear to depend on the size and position of the 
ulcerated area rather than on the chronicity of the patho- 
logical process. All the cases in this series were situated 
somewhere in the middle third of the stomach, usually nearer 
the pyloric than the cardiac end, and the appearances 
suggested that the causative factor in most was cicatrization 
of a a saddle-shaped ulcer of the lesser curvature. In this 
series the number of cases of chronic gastric ulcer and 
scarring taken together is 175, which gives an incidence rate 
for hour-glass stomach of 11 per cent. Inasmuch, however, 
as the figures for gastric scarring are clearly very far short 
of the truth, it is suggested that the real incidence of hour- 
lass stomach is probably a good deal less than this—say in 
he _ eee of 6 per cent. of all cases of gastric ulcera- 
tion. If the incidence of gastric scars shown in the figures 
for 1921 be taken (Table I), then the incidence of hour-glass 
stomach in all cases of scarring works out at 6.5 per cent. 
This in turn gives an incidence of about 8 per cent. in healed 
chronic ulcer. The sex incidence of hour-glass stomach shows 
a marked preponderance for females—namely, 13 to 6. 

Of the 11 cases of P. loric stenosis, 6 were due to old 
scarring in the stomach, 3 to still active gastric ulceration, 
and 2 to scarring in the duodenum. The two cases of 
duodenal stenosis were associated with extensive cicatriza- 
tion, about three-quarters of an inch beyond the pylorus. 
= —_ there was great hypertrophy and dilatation of the 
stomach. 


Relation of Scarring to Carcinoma. 

The relation of gastric ulcer to carcinoma has been much 
debated in recent years, and the tendency has been to attri- 
bute increasing importance to the chronic inflammato 
lesion as a cause of the malignancy. Wilson and McCarty of 
the Mayo Clinic have gone so far as to say that in 71 per 
cent. of the cases the malignant process is engrafted on a 
simple one, that cancer is really due to a s.condary chan 
which starts in the edge of an ulcer of long standing. It is 
not my intention to discuss this problem now, as it does not 
properly come within the scope of the ponent paper; but it 
may be stated that in a series of stomach specimens 
received from the operating theatre and submitted to micro- 
scopic examination the incidence rate of cancer in cases of 
simple chronic ulcer was 11.5 per cent. 

The relation of gastric scarring to cancer is even less clear. 
The most a i naked-eye examination of a large 
number of stomachs removed by the surgeon for cancer 
would be necessary to establish such relationship, as well as 
the most extensive and detailed histological study of each 
specimen. One small piece of evidence against any such 
relationship emerges from the present work. In none of 
the 19 cases of hour-glass stomach with extensive scarring 
included in the present series was there any evidence of the 
development of carcinoma. 


Conclusions. 


1. Healing of gastric and duodenal ulcer is a common | 


event. Statistics are given to show that, in the post-mortem 


room, scarring is met with almost as frequently as gastric 


ulceration, while duodenal scars occur with about half the 
frequency of duodenal ulcers. This difference may be partly 
accounted for by the greater liability of duodenal ulcers to 
perforate. 

-2. Single and multiple gastric scars are met with in the 
ratio of 4 to 1, which is exactly the same as the ratio of 
chronic to acute ulcers. It is suggested from this that acute 
and chronic ulcers have an equally good chance of healing. 

3. Hour-glass contraction of the stomach is met with in 
about 6.5 per cent. of all cases of completely healed gastric 
ulcer—that is to say, in about 8 per cent. of cases of healed 
chronic ulcer. The incidence of pyloric stenosis is little more 
than half this. ; 

4, There is no evidence from the present observations that 
carcinoma arises in connexion with gastric scars, whereas in 
a series of 98 stomach specimens received from the operat- 
ing theatre and submitted to microscopic examination the 
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incidence of carcinoma in cases of simple chronic ulcer was 
11.5 per cent. 

‘5. Gastric scars are not always conspicuous, and must be 
carefully looked for after gently wiping away adherent mucus 
or food materials. The presence of adhesions or of fibrous 
thickening on the peritoneal coat is confirmatory, as, on 
section, is replacement of the soft greyish muscular wall by 
dense white fibrous tissue. he: 

6. Conclusive histological evidence of scarring is afforded 
by the preseuce of fibrosis of the muscular coat. This can be 
most conveniently demonstrated by means of Mallory’s 
connective-tissue stain (acid fuchsin, aniJin blue, orange G), 
— is especially suitable for naked-eye and low-power 
work, 

7. It follows from 5 and 6 that only ulcers which have 
definitely involved the muscular coat leave a permanent scar, 
and one which can be unmistakably recognized both by 
naked-eye inspection and by microscopical examination. The 
most striking scars are, of course, those of ulcers which have 
completely perforated the muscular coat. 

8. When an ulcer heals the continuity of the mucosa is 
completely restored, but it is usually thinner than normal, 
and less well supplied with glands. There is no evidence 
as to whether or not a gastric or duodenal scar readily 
re-ulcerates, although it is perhaps a legitimate assumption 
that the thinner mucosa together with the less vascular 
fibrous tissue underneath will be more vulnerable than the 
normal mucous membrane. It is possible, on the other hand, 
that certain ulcer-producing factors may have disappeared as 
a result of this cicatrization, and there is evidence to show 
that the well-known recurrent character of the lesion may be 
dependent rather on the formation’ of a new ulcer or ulcers 

than on a breaking down of the old. 


INTRA-VITAM STAINING: ITS APPLICATION TO 
PATHOLOGICAL INVESTIGATION. * 
BY 

D. F: CAPPELL, M.B., 
McCunn Research Scho!ar in Pathology, Glasgow University. 
(From the Pathological Laboratory of the University and Western 
Infirmary, Glasgow.) 
INTRA-VITAM STAINING may be defined as the process of stain- 
ing selectively certain groups of cells in the living animal, 
while the other tissues remain free from the dye. This end 
may be attained by the use of certain dyes of the benzidine 
group (for example, trypan blue), the triphenylmethane group 
(for example, isamine blue and pyrrhol blue), and by the use 
of certain other agents such as lithium carmine. When these 
substances are administered to the animal by subcutaneous, 
intraperitoneal, or intravenous injection, they appear in the 
vitally stained cells in the form of granules. These granules 
accumulate in the cytoplasm until the cell may be crowded 
with them, but the nucleus remains unaffected. When, how- 
ever, death of the cell has taken place the cel) stains diffusely 
throughout both cytoplasm and nucleus. 

Intra-vitam staining appears in certain groups of cells, and, 
while these cells are of diverse morphology and have received 
many different names, it is proposed to follow the nomen- 
clature adopted by Evans, and designate them “macro- 
phages,” thus uniting the whole group of cells by their 
common property of response to the acid colloidal dyes. The 
fundamental meaning of vital staining is not yet clear. 
Goldmann, the pioneer in this branch of biological Investiga- 
tion, thought that the granules were composed of internal or 
external secretion which stained specifically by a chemical 
union with the dyes. More recently Evans and his co- 
workers have sought to mpg | the property of vital staining 
with that of phagocytosis. These workers base their con- 
tention on the similarity between the reaction of the vitally 
staining cells to such different agents as the following: 

(a) The acid colloidal dyes. 


) Particulate matter at the limit of visibility—for 
example, indian ink. 
(d) Coarser particulate matter, as in carbon suspensions, 
bacteria, etc. 

The macrophages consist of five main groups of cells: 

1. Macrophages of connective tissue, variously known as 
wandering connective tissue cells, rhagiocrine 
cells. 


*A portion of the expenses of this work was defrayed from n 
the Carnegie Trust to Dr. C. H. Browning, “ seein 


. The ultramicroscopic particles of the colloidal metals. 


2. Endothelial macrophages, lining the blood channels of 
the liver, spleen, bone marrow, and haemolymph glands, anq- 
the lymph sinuses of lymphatic glands. It is noteworth 
that the endothelium of blood vessels in other situations does 
not take up the dyes, at least not to any notable extent, 

3. Probably closely related to the above group 2 are the 
reticulum cells of bone marrow, lymphatic and haemolymph 
glands, and of the spleen, together with the phagocytic cell 
of the spleen pulp. 

4. The cells between the mesothelial layers of the mesentery 
and omentum, including the cellular collections known ag 
the “ taches laiteuses.” : 

5. The large free wandering cells of the serous cavit'es, | 
which are probably derived from group 4. : 

In addition to the cells mentioned above, the following cells : 


take up certain of the vital stains, but remain unaffected by : 
others. 


These are:. 


(a) The cells lining the convoluted tubules of the kidney - 


(b) The interstitial cells of Leydig in the testis. 


_(c) The theca cells of the maturing Graafian folticles in 


the ovary. 


In striking contrast to these vitally staining cells, the 
leucocytes of normal blood (including all types) do not take 
up granules of the acid colloidal dyes used as vital stains. 

Thus intra-vitam staining appears capable of yielding a 
criterion by which, in the tissues, cells of connective tis.ue 
and endothelial origin may be distinguished from those which 


have migrated from the blood. 


‘PRIMARY CHRONIC INTERSTITIAL NEPHRITIS 
AND ARTERIO-SCLEROTIC KIDNEY. 


JOHN SHAW DUNN, M.A., M.D., 


Professor of Pathology, University of Birmingham. 


Tue problem of classification of contracted granular kidneys: 

etiology of these conditions is made more clear this difficulty - 

in the definition and delimitation of groups must to some 


is recognized to be one of great difficulty, and until t 


extent remain. At the same time it appears to the writer 
that a greater amount of confusion has arisen in relation to 
two important groups of contracted kidneys than is warranted 
by the available information, and that a reconsideration of 
certain views may not be without value. _ 
For the purpose.of this paper it is sufficient to formulate 
provisionally three main groups of contracted kidney, of 


which two are specially to be dealt with : 
A. Secondarily contracted kidney. 


B. So-called “ primary chronic interstitial nephritis.” ; 
C. Arterio-sclerotic contracted kidney. 
The first of these will not be considered at length, but it is 


necessary to mention it shortly for the sake of clearness. 


Secondarily Contracted Kidney. 


The definition of this group does not appear to present very — 
great difficulty, and the following summary will probably be - 
generally agreed to. When such cases are finally summed up - 
it is common to find that there has been a history of ante- » 
cedent nephritis of a more or less acute type, or that there” 
has been a prolonged history of fairly definite renal symptoms. _ 
Death commonly occurs from uraemia or from intercurrent © 


infection, but may result from high blood pressure and cerebral 


On post-mortem examination ‘the kidneys are contracted - 


and granular, and the cortex is much narrowed and deformed. 


The colour of the organ varies; it may be pale and yellowish - 


if there is much fatty degeneration, but frequently it is 
reddish or distinctly red owing to congestion of vessels in the 


changes in the glomeruli of a definitely inflammatory nature; 
usually every tuft is affected, but the degree of involvement 
varies in different tufts. There is much total destruction of 


tubules, and the tubulés which persist are highly abnormal; | 
their epithelium is of a low type and shows much fatty © 


degeneration and catarrh. Some segments may have higher 
epithelium, but this is usually abnormal, being oedematous, 
or laden with lipoids or with hyaline droplets. : 
stitial tissue of the cortex is universally but not uniforml 

thickened, being least so where the tubules are least atrophied. 
The extent to which the arteries of the kidney are affected 
varies in different cases, but it is common to find endarteritis 


overgrown fibrous tissue. Histological examination reveals 
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i ially in vessels of medium size; atheroma, or 
obliterate so. thickening of the intima, ma also occur, how- 
a in similar and in larger arteries. In these cases in 
= eral there is abundant evidence, especially in the glomeruli, 
hat the late. fibrotic lesions have arisen from earlier acute 
i ry phenomena. - 
ee ccccad and third groups, B and C, come to be 
nsidered it appears to the writer that very different views 
pe entertained by various authorities regarding their Scope, 
the relation of one to the other, and even the possibility of 
distinguishing one from the other. These differences of view 
are not merely dependent on the use of different terminology, 
but are fundamental and have regard to the very nature of the 
diseases; they are dependent on differing interpretations of the 
criteria which are available in the identification of types. It 
is recognized that this statement forms a criticism of a serious 
character, and that it refers to a matter of the greatest 
ractical importance, so that it is essential that it should be 
Fully and clearly justified. The position as it appears to the 
writer may be stated as follows: 


“ Primary Chronic Interstitial Nephritis.” 

This expression, in this country at any rate, has been 
applied to a type of case which is fairly readily definable, 
both clinically and pathologically. Regarded from _the 
clinical aspect these cases are most frequently characterized 
by the comparatively rapid or even sudden onset of serious 
symptoms, due to a chronic renal lesion, in an individual who 
has previously been apparently healthy and who is not 
known to have had renal disease. There is usually no 
oedema, while common features are polyuria, difficulties in 
vision, high blood pressure and cardiac enlargement, and 
uraemia. Death commonly results from uraemia or cerebral 
haemorrhage, but it may be from pericarditis or an inter- 
current infection. At the post-mortem examination the 
kidneys are small, with adherent capsules and harshly 
granular surfaces; they are firm and fibrous in consistence 
and are often red in colour, but may be mottled red and grey. 
On histological examivation they present much fibrosis, which 
is very uneven in distribution: severely fibrosed areas, in which 
the glomeruli and tubules are much diseased and atrophied, 
alternate with areas in which the interstitial tissue is less 
increased or may appear normal, while the renal elements are 
better preserved and are usually hypertrophied. There is 
a marked contrast between the advanced degeneration of 
glomeruli in the fibrosed areas and the hypertrophy of those 
in the more normal areas, while intermediate stages of 
damage of these structures appear to be scanty or even 
absent. The non-atrophic tubules may appear to show little 
abnormality apart trom hypertrophy and dilatation, but their 
cells may exhibit deposits of fat and cholesterin ester. The 
arteries, including the afferent arterioles, show extreme 
degrees of thickening of their intima, mostly of degenerative 
type, and they form a conspicuous feature in the general 
icture. . 

. This type of condition has long been recognized as differing 
from secondarily contracted kidney, both on clinical and 
patolegical grounds, the main distinctive clinical features 
ere being the more stealthy development of the symptoms, 
the absence of renal oedema, and the predominance of sym- 
— referable to high blood pressure and to uraemia. Patho- 
ogically it is distinguished by the more patchy fibrosis, the 
apparent absence of definite evidence of old glomerulitis in 
those tufts which remain recognizable, and the more obvious 
and widespread thickening of arterial walls with narrowing 
of lumina. It has been variously named “ primary chronic 
interstitial nephritis,” “granular kidney” proper, “renal 
cirrhosis,” and, by the Germans, “ genuine Schriimpfniere.” 
Various suggestions have been made regarding its etiology, 
and one common assumption is that it is due to some slow 
polsonjng occurring over a long period of years. 


Arterio-sclerotic Kidney. 

_As this expression probably conveys different ideas to 
different observers, an attempt to define it will be made in 
the first place only from the pathological aspect. It is 
universally agreed that a contracted shrunken kidney with 
an uneven surface is frequently the result of narrowing or 
gradual,closure of arterioles owing to degenerative thickening 
of their walls, apart from the occurrence of inflammation in 
the organ in any ordinary sense. It is further recognized that 
if fairly large branches of the renal arteries are irregularly 
affected the result is the appearance of fairly large and 
Well-defined areas of chronic infarction or atrophy—a picture 


which is macroscopically very .readily recognizable. Thea 
latter type of lesion is described by some, especially German 
writers, as the arterio-sclerotic kidney proper. On the other 
hand, where only minute arterioles, the afferents of the 
glomeruli, are much involved by narrowing the result is a 
fairly uniform and it may be a fine granularity of the surface 
of the kidney corresponding microscopically to the occurrence 
of multiple minute areas of atrophy of tufts and tubules. 
This type of lesion might be descrihed, as it is by the 
Germans, as “ arteriolo-sclerotic kidney ”—nephro-cirrlosis 
arteriolo sclerotica,. 

It is obvious that if such a process as has been described 
were to reach a severe degree of development the result 
would be such an atrophy and irregularity of the kidney as 
might simulate to some extent the congition described under 
B—“ primary chronic interstitial nephritis.” 

The question that now arises is essentially this: Are B 
and C entirely distinct entities, or is B to be regarded 
merely as the maximal development of the process of 
arteriolo-sclerotic atrophy? To.this question it would appear 
that different authorities would give different answers. 
Reference will be made to the views expressed by several, 
beginning with two textbooks of pathology which are widely 
used in this country. ce 

Hewlett’ describes chronic interstitial nephritis as either 
(1) secondary, the result of past acute or subacute nephritis 
(corresponding to A above), or (2) primary (corresponding to. 
B above), a condition of obscure origin but probably due to 
a wild irritant acting for a long period. Under “arterio- 
sclerotic kidney ” he describes changes attributed to narrow- 
ing of arterioles, but very similar in nature to those mentioned. 
as characteristic of primary interstitial nephritis. The two, 
conditions are regarded as etiologically different, but it is not 
clear how they are to be differentiated. 

Beattie and Dickson? classify chronic nephritis as: 


1. —_ red granular contracted, or arterio-sclerotic 
idney. 

2. Large pale granular contracting. 

3. Small pale granular contracted. 


It is clear that of these 2 and 3 are to be regarded as 
corresponding to stages of A—secondarily contracted kidney, 
as described in this paper. From the description of 1, 
coupled with the fact that no separate mention is anywhere 
made of “ chronic interstitial nephritis,” it would appear that 
these authors regard the latter as a severe form of their. 
arterio-sclerotic kidney. 

Aschoff,' who gives a very clear and comprehensive account 
of the various forms of contracted kidney, with appropriate 
reference to the accompanying clinical phenomena, places 
the arteriogenic forms of damage quite apart from chronic 
nephritis of inflammatory — Under the latter heading 
he describes only what would correspond to A—secondarily 
contracted kidney. On the other hand, in his description of 
“nephro-cirrhosis arteriolo-sclerotica,”’ he includes kidneys 
which show a maximal degree of damage due to miliary 
atrophy, as the “genuine Schriimpfniere,” or granular 
atrophy of the kidneys; these show severe patchy destruction 
of renal tissue with fibrosis, while intervening areas show 
hypertrophy of elements. As uraemia is mentioned as a 
common cause of death in these cases, “ when the stage of 
renal insufficiency is reached,” it is quite clear that Aschoff 
is here referring to cases which would correspond to our. 
“ primary chronic interstitial nephritis.” 

Kaufmann,’ on the other hand, describes “ genuine Schriimpf- 
niere” in terms similar to our account of “ primary chronic 
interstitial nephritis” and separates it both from “ late stage 
of glomerulo-nephritis” and from arterio-sclerotic atrophy. 
Further, he states that it may possibly be the late stage 
of an unrecognized acute nephritis occurring at a much 

Maccallum’s account! is essentially in agreement with 
Aschoff’s. He describes as the late result of g'omerulo- 
nephritis what has been referred to above as “secondarily 
contracted kidney,” and he makes no separate mention of 
chronic interstitial nephritis. On the other hand, under 
“arterio-sclerotic kidney ” he describes conditions due yaar 
to narrowing of arterioles, and includes in these one type wit 
diffuse sclerosis of small arterioles, which results in a small 
hard kidney with thickened adherent capsule and mottled 
surface with yellow-grey or pinkish granules separated by 
red scar tissue. His reference goes on: “the gross appear- 
ances of such a kidney differs in no way, therefore, from the 
end-result in a protracted glomerulo-nephritis” and “ except 
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through the presence of strikingly thickened blood vessels it 
is difficult if not impossible to distinguish macroscopically 
the types of ultimate contracted kidney.” The microscopic 
appearances which he attributes to this type of “ arterio- 
sclerotic kidney ” comprise severe damage of glomeruli, much 
patchy fibrosis with atrophy of renal structures, hypertrophy 
of less affected areas, degenerative changes in remaining 
renal epithelium with appearance of fat si hyaline droplets. 
[llustrations are given of a kidney of this variety and of the 
microscopic appearances in the same organ (Fics. 133 and 
136), and these, added to the written description, leave no 
doubt that what he refers to is the type of lesion described 
above as “primary chronic interstitial nephritis,” 

- Lorrain Smith,°® on the other hand, draws a clear distinc- 
tion between chronig interstitial nephritis and arterio- 
sclerotic kidney, and regards the latter as purely an atrophic 
2ffect and not a nephritis in any form. 


Fahr> also takes up a different attitude from Aschoff, 


tidneys into three categories : 
1, Secondary to true inflammatory nephritis. 
2, Arterial in origin, characterized by the appearance 
of fairly large separate areas of atrophy. 
- 3, “Combined inflammatory and vascular.” _ 


In the last he includes the “genuine Schriimpfniere,” 
which he has also described as the “malignant” form of 
renal sclerosis, in that the renal function is so much impaired 
that death is liable to result from uraemia. This is in 
contrast to his “ benign” form, which is latent and but slowly 
progressive, and usually ends up from cerebral haemorrhage 
or from cardiac failure. The important fact in Fahr’s con- 
tribution is that he finds it necessary to divide off a certain 
group, characterized by liability to uraemia, and by very 
severe destruction of renal tissue, from other certainly 
arteriogenic lesions, and that he believes that it is the super- 
addition of an inflammatory element which gives these cases 
their specially severe clinical characters. In his opinion the 
arterio-sclerotic element in the ‘‘ genuine Schriimpfniere ” is 
the primary one, and the inflammatory process supervenes 
secondarily. In any case he does not assume the develop. 
ment of what we might call a primary chronic interstitial 
nephritis from arteriolar closure alone. 

It would doubtless be possible to reveal an even greater 
discrepancy of opinion on this matter by reference to further 
works, but for the purposes of this communication those 
given are sufficient to substantiate the main claim. It is 
not, therefore, to be wondered at if the student of medicine 
or the clinician seeking information from pathology has diffi- 
culty in ascertaining the current standard doctrine regarding 
chronic renal lesions. 

The few original observations which are next to be related 
may best be introduced by stating that for some years the 
writer, being cognizant of the view expressed by Aschoff that 
the typical “granular kidney” or “genuine Schriimpfniere”’ 
was dependent on arteriolar disease and not a true nephritis, 
had frequently sought to find a typical case of this condition 
in which there could be no doubt that the advanced atrophy 
and destruction of the renal cortex was due solely to arteriolar 
narrowing and not to old inflammation of glomeruli. From 
time to time a case tame to hand which seemed to promise 
correspondence to this type, but full examination always 
revealed some evidence of old inflammatory damage of tufts, 


Maccallum, and Beattie and Dickson. He divides granular 


‘go that it became difficult on histological grounds alone to’ 


separate the cases from those of secondarily contracted 
kidney. Finally, a definite inquiry has been made into all 
the available cases of chronic nephritis and arterio-sclerosis 
with high blood pressure coming under observation in the 
course of 1,000 autopsies. The cases selected for examination 
were chosen as follows: yes 

1, All cases diagnosed as chronic nephritis clinically or 
recognized as such pathologically in which there was high 
blood pressure or hypertrophy of the heart or both. 

2. All cases, in addition to the above, with high blood 
pressure, or with definite hypertrophy of the left ventricle of 
the heart not accounted for by valvular disease or other 
obvious cause. 

In all 38 cases will be referred to, 27 being cases of 
“arterio-sclerosis” and 11 cases which are regarded as 
chronic nephritis, Four other cases of chronic nephritis 
satisfying the conditions have been omitted as the ages of 
the patients were 20 years or less and these did not seem 
likely to bear upon the main point of the inquiry. The main 


facts regarding the cases described as chroni a 
detailed in Table I ronic nephritis ar 


TABLE I. 
Kidneys, 

B.P. Cause of 

No. Sex. | A€e. He. Death. —_| weight), Arterio- 
sclerosis of A 

(gms.). Afferents. | itis, 

2; F. | 33 180 Pneumonia 190 None Much, 
36 | — | Pericarditis {| 107 | None Scanty, 
4| M. | 42 | 220 | Cardiacfailure| 275 | None Much, 

M. 46 Uraemia 210 Some Much, 
6| M./| 200 | Uraemia 280 | Some Some .... 
(amyloid)... 
7; M. | 48 180° | Uraemia 150 | Slight = Much’. 

8| M. | 54 | 250 | Cerebralhaem-| 230 

. - orrhage é 

9| M. | 59 210 Cardiacfai'ure; 185 Slight | Some, 

lo} M. | 52 180 Uraemia 200 Much ___ Scanty, 
11} M. | 55 | 170 | Cerebral soft-| 140 |Verymuch Scanty, - 
ening 


The kidneys in this list of eleven cases (Table I) were obtained 
from patients of very varied ages, and while they showed con-: 
siderable differences in degree of atrophy and in details of appear. 
ance, all had this much in common, that they presented well-. 
marked prima facie evidence of chronic nephritis. The capsules 
were adherent, though usually detachable, the organs were firm. 
and of fibrous consistence, the surfaces markedly granular, the 
cortex thinned, and the cortical markings obscured and irregular,: 
The naked-eye appearance of the arteries varied, but usually these- 
were thick-walled and prominent. In no case was there any room 
for doubt that a serious and advanced renal disease was present, 
Much importance is laid on this point, for it will be shown that in 
purely arterial cases the same did not hold good. The further 
analysis of the cases was directed towards the separation of 
those which might be regarded as ‘‘ primary chronic interstitial’ 
nephritis’? from others which were clearly ‘‘secondarily con- 
tracted kidneys.’”’ The result of this analysis was at once to place 
the majority in the latter category. In some instances the clinical. 
history gave clear evidence on this point, but reliance was placed 
chiefly on the histslogical appearances of the glomeruli on the one 
hand and of the afferent arterioles on the other: the results 
are stated briefly in columns in the table. In seven cases old. 
inflammatory lesions were readily recognizable in the tufts; in 
three of these the afferent arterioles’ showed no degenerative 
intimal thickening; in the other four this was present to some 
extent but not marked. In one other case, No. 3, with scanty 
glomerulitis, there was no arterio-sclerosis. All of these eight 
were regarded as certainly the result of antecedent acute in- 
flammatory lesions. Unfortunately in one case (No. 8) no accu 
rate histological examination was available, but there was a 
history of old-standing renal disease, and the assumption wasin . 
favour of a late inflammatory lesion. i 

There remained only two cases, Nos. 10 and 11, in which the 
histological features in the kidneys would correspond closely to 
the account given above of *‘ primary chronic interstitial nephritis,” 
and in which the clinical history did not reveal some evidence of. 
an antecedent renal lesion. This number, two out of eleven, was 
unexpectedly small, and it is quite probable that it does not repre- 


’ sent a fair average of the rate of occurrence of such cases. As these: 


two are of the very type about which the difficulties in classifica; 
tion arise they must be described more fully. In both there was. 
very severe fibrosis, but this occurred mainly in definite bands or 
areas extending right through the cortex from boundary zone to 
surface. In the fibrous areas the renal tubules and glomeruli were’ 
almost abolished or very atrophic. In the intervening areas the: 
interstitial tissue was only slightly thickened, but it was not quite, 
normal. In these freer areas the tubu'es were hypertrophied, and, 
the glomeruli were enlarged and at first sight appeared free from. 
inflammation. It was only on close examination, and especially: 
when fat stains were employed, that stigmata of old inflammation: 
were found here and there. These traces, however, were of definite 
significance; they comprised small adhesions of tufts to capsules, 


patchy fibrosis in the tufts, and fatty degeneration in capillary» 


endothelium, or in the epithelial layer. iti 

All of these changes were in small degree, and it would seem 
meticulous to take note of them if it were not that such changes 
were so conspicuously absent in the purely arterial atrophies 
which will be described later. The scantiness of these changes, 
distinguished the two cases, however, from the others in this. 
table, all of which showed more severe and more frequent lesions’ 


even in the better preserved tufts. There was another feature’ - 


regarding the glomeruli in the two cases under discussion which is 
considered of great significance: examination of a large section 
always showed that many tufts had disappeared entirely leaving, 
no recognizable trace: this was especially true, of course, in the 
more fibrous areas. The significance of this point will be more 
fully discussed in contrast with the condition in pure arterial 


cases. The other important and more or less distinctive fact 
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cases ominence of arteriolar degenera- 
about the exhibited characteristic 
aoel i thickening and when suitably stained showed much fatty 
es tion. As will be seen this was a very striking feature also 
en but on'the other hand it was not 


ial cases, : : 
in the Puree in some of the other cases in Table I which were 


decided to be ‘‘secondary ” in type. 


TaBLE II.—Kidneys in Arterio-sclerosis with High Blood Pressure. 
No. | p.M. | Sex.|Age.| B.P.| Cause of Death. a ae 
| | 52 | 130| Cardiac failure | 490 
2 409 | M.| 57 | — C.H. 550 450 
3 | 45 | M.| £9 | 200 Cardiac failure ‘750* 440 
4 | 733 | M.| 64 Cardiac failure 520. 400 
5 | 62 | M.| 6 | — Carcinoma (prostate) 5£0 360 
6 | 139 | F. | 68 | — | Carcinoma (bladder) 5c0 350 
7 | 20t | M.| 60 | 170 C.H. Ti0* 340 
8 | 935 | M.| 21 | 196| C.H. (aneurysm) 425 =. 
g h4:7 M. | 47 260 | Cardiac failure £80 300 
10 | 285 | F 6 | — C.H. 475 3co 
1 | 205 | M. | 66 | — | Cardiac failure 6cO* 300 
2 | 729 | M.| 58 | 180| “Cerebral”? 500 200 
13 | 444 | F. | 64 | — | Strangulated hernia 525 280 
620 | F. | | 175| C.H. (meningeal) 3c0 280 
1 (459 M. | 4 — C.H. 430 250 
16 | 340 | M.} 51 265 C.H. 470 250 
az | 43 | M.| 53 | 200 C.H. 600 250 
18 | 53 {| M.| 55 150 C.H. 450 250 
19 | 309 | M.| 61 | 210} Cardiac failure 610* 
20 | 315 | M.| 66 | 380 CH .: 5c0 250 
21 | 631 M. ? 270 C.H. 450 245 
az 630 | M.| 63 | 200| Cerebral softenings 340 230 
23 (438 F. | 62 300 C.H. 450 220 . 
24, 638 | M.| 72 286 C.H. 590 220 
25 | M.| | — C.H. 450 220 
23 | 335 | M.| 62 240 C.H. 360 200 
a7 432: | M.| 70 | — C.H. 350 170 


*Heart dilated. C.H.=Cerebral haemorrhage. 


In Table II there is given a list of 27 cases where there was 
evidence of high blood pressure, either from actual measurement 
during ‘life, or from the enlargement of the left ventricle, or in 
many instances from both. These cases have been arranged in 
order eneres to the weights of the kidneys and it is seen at 
once that in 12 out of the 27 the kidneys weighed 300 grams or 
over—that is, they were at least of the normal! weight, so that they 
do not necessarily come into a discussion which refers to con- 
tracted kidneys. In the remaining 15 cases the following would 
be a fair description of the kidneys. The capsules generally 
stripped fairly readily and without tearing of the renal sub- 
stance; the organs were of almost normal consistence, some- 
times rather firmer, but never of the dense fibrous texture 
described in chronic nephritis. The surfaces were always 
uneven — usually finely and almost uniformly but rather 
faintly granular, not rough and harsh. In some the granu- 
larity was coarser and more uneven, and in one there were 
large sunken atrophic areas in addition. On section the cortex 
was narrower than normal. Usually where the superficial cortex 
was much thinned the interpyramidal cortex was hardly affected. 
The cortical markings were frequently fairly distinct in most 
areas and did not give the impression of distortion which is charac- 
teristic of chronic nephritis. On the whole, apart from the 
diminution in size, which was fairly marked—250 grams or less 
in 13—the naked-eye changes in the kidneys were not of a striking 
aren and were very definitely in contrast with those described 

The histological appearances in these 15 kidneys were very 
markedly in agreement one with another. and one description will 
— for most. The first impression in alt was that the renal 
changes were even less than might have been expected from the 
of the surfaces to the naked eye. The bulk of the renal 
= a was of normal aspect, and this was interrupted only by 

€ occurrence of small areas of atrophy, especially towards the 
—— of the cortex. The atrophic areas showed almost total 
atrophy of the tubules, and the glomeruli were represented by 
an sharply defined nodes of dense hyaline fibrous substance 

ith very few cells. These byaline nodes were drawn together 
Owing to the collapse of the normally intervening tubules. The 


fibrous tissue in these atrophic areas was condensed, but was 
seldom much increased in amount. The impression was always 
obtained that while a certain number of tufts had become 
functionless and sclerosed, none of them had been totally abolished 
so as to leave no trace. It wiil be recollected that in the cases 
described as popes chronic interstitial nephritis the total dis- 
apeenenes of all trace of many of the tufts was one of the most 
characteristic features. The further important features of the 
group of —— in Table II were best seen in frozen sections 
stained for fat — Ill. This revealed the fact that there 
was widespread hyaline thickening with fatty degeneration in the 
walls of afferent arterioles, especially those in the atrophic areas. 
On the other hand, the tubular oe was usually free from 
any trace of degeneration, so that the affected arterioles stood out 
with startling clearness. The larger arteries showed Jess constant 
changes, but ~hypertrophic thickening of media and intima was 
common and atheromatous degeneration fairly frequent. Only in 
one case was the atheroma in large vessels a marked feature, and 
in that case the surface of the kidney showed large atrophic foci in 
addition to a finer and fairly even granularity (No. 15). 

From this description it is clear that the shrunken kidneys in 
Table II would not be liable to be mistaken for any form of chronic 
nephritis and that there was a very considerable difference in the 
characters and extent of the changes from those described in the 
two “ primary chronic interstitial nephritis’? in Table I. In the 
cases in this table the histological picture was quite in agreement 
with the view that the renal damage was purely the result of 
arteriolar narrowing and these, if any cases, might well be named 
‘* nephro-cirrhosis arteriolo-sclerotica.”? And now it becomes of the 
first importance to note the clinical aspect of the cases with 
shrunken kidneys in Table II. In all the heart showed hyper- 
trophy of the left ventricle; in all except two the weight of the 
heart showed a well-marked increase, which is probably a more 
reliable evidence of the existence of the high pressure during life 
than is a single examination of the blood pressure shortly before 
death. Further, none of these 15 cases gave any history of 
nephritic symptoms of any kind, and in 12 out of the 15 death 
occurred from cerebral haemorrhage. 

Regarding the 12 cases (1-12) in Table IL in which the kidneys 
were of normal size or actually enlarged, it need only be said that 
histological examination in all of these showed more or less 
degenerative sclerosis of the afferent arterioles and that in the 
majority there were numerous minute atrophic foci, but ic 
changes were naturally less than in the shrunken organs. There 
was in all an absence of old glomerulitis and of serious alterations 
in the renal tubules. One important point as to the clinical 
characters of these 12 as compared with the other 15 is that in 5 
death resulted from failure of the heart with venous congestion 
and oedema, whereas this termination resulted only in one out of 
the 15 cases with diminished kidneys. 


Conelusions. 

The evidence which is brought forward in these two tables 
is neither extensive in amount nor complete in detail, but it 
is in general agreement with impressions which have been 
gathered from previous examinations of many chronically 
damaged kidneys, and is very suggestive in certain directions. 

It would appear that while arteriolar sclercsis and narrow- 
ing is a frequent cause of shri of the renal cortex, it 
does not by itself produce a condition which is likely to be 
mistaken for chronic nephritis, either macroscopically or 
microscopically. Further, it is doubtful if the loss of renal 

ce occasioned in this way is ever sufficient to cause 
uraemia; death almost invariably resulis from cerebral 
haemorrhage. It is possible that the very common occur- 
rence of this type of lesion in the kidneys is to some extent 
overlooked because the macroscopic changes are so com- 
paratively insignificant; they do not usually make good 
museum specimens. 

On the other hand, the condition which has been referred 
to as “primary chronic interstitial nephritis,” or renal 
cirrhosis, which is regarded by some authors as the maximal 
development of arterio-sclerotic atrophy of the kidney, is 
quite a distinct condition ; it is often characterized clinically 
by a tendency to failure of renal function in its later stages, 
and pathologically it is distinguishable by the greater degree 
of derangement of the renal architecture. There isa greater, 
often a severe, fibrosis of the cortex; the amount of renal 
substance lost is greater, necessitating hypertrophy of that 
which remains; there is usually, if not always, evidence of 
old glomerulitis in the tufts which remain recognizable, and 
it is suggested that the total destruction and disappearance 
of many tufts is also due to an earlier inflammatory process. 
As has been pointed out, where glomeruli are damaged by 
arterial closure alone they become sclerosed, but remain 
visible as hyaline nodules, often in considerable numbers. In 
many ways renal cirrhosis is more difficult to separate both 
clinically and pathologically from secondarily contracted 
kidney, and it is probable that the differences here are 
more apparent than real. Lorrain Smith has regarded 
them as essentially similar in nature but distinguished by 
the lesions being diffuse in secondarily contracted kidney 
and focal in renal cirrhosis; in the former the renal function 
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suffers at an earlier stage in the disease; in the latter the 
renal function is carried on successfully for a prolonged 
period by undamaged areas of cortex which hypertrophy. 
With this view the writer is entirely in agreement and would 
regard the so-called “ primary chronic interstitial nephritis” 
as a latent chronic nephritis derived from an acute g!omerulo- 
nephritis of focal distribution. 

The fact that in these cases there is no history of an ante- 
cedent acute attack is not against this view, for in recent 
years it has been abundantly shown (IHerxheimer,® Dunn and 
Thompson,‘ Bell and Hartzcll*) that the lesi-ns of acute 
glomerulo-nephritis are of frequent occurrence in cases of 
sept c infection, but it is only comparatively seldom that they 
are sufficiently extensive and diffuse to occasion a failure of 
renal function at that stage. Where recovery takes ‘place 
from acute lesions of this kind the healed cicatricial stage 
may well appear years afterwards in the form of renal 
cirrhosis. 

According to this view the arterio-sclerosis of minute and 
other arteries which is so prominent in so-called primary 
interstitial nephritis must be secondary in development. 
There is nothing very improbable in this, considering the 
frequency of arterio-sclerosis in kidneys without nephritis. 
Further, it is found that arterio-sclerosis appears to some 
extent in secondarily contracted kidneys. It is possibly not 
without significance that this feature was observed only in 
the older of the cases in Table I. 

Ihave much pleasure in acknowledging my indebtedness 
to my colleagues at the Birmingham General Hospital for 
the use of the clinical notes of cases in the preparation of 
this paper. 
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THE 
RELATION BETWEEN OXYURIS VERMICULARIS; 
APPENDICITIS, AND LOCAL EOSINOPHILIA 
OF THE APPENDIX WALL. 


BY 
E. H. EASTWOOD, M.B., Cu.B., 
Department of Pathology, Sheffie'd University, 


[Abstract.] 


Dorine the last twenty-five years many writers have produced 
evidence either for or against the thesis that Oryuris vermicu- 
aris is directly or indirectly a cause of appendicitis. The 
arguments implicating oxyuris are mainly two: (1) that the 
worms are more frequently present in the inflamed appendix 
than in the normal; and (2) that they are capable of burrow- 
ing into the mucous membrane, and so forming a track along 
which infecting organisms can pass. On the other hand, 
many authorities have found oxyuris in approximately the 
same proportion of normal and diseased appendices, and have 
been unable to find any evidence of the aforesaid oxyuris 
burrows apart from fissures which can be explained on the 
ground of artefacts produced in section cutting. 

No writers, as far as I can ascertain, have investigated the 
eosinophilia found in the appendix wall w-th relation to the 
presence of oxyuris in the lumen, although it is reasonable 
to suppose, on analogy with the local eosinophilia produccd 
by Trichina spiralis, that oxyuris, if sufficiently pathogenic to 
produce burrows, might cause a local eosinophilia. 

Altogether 73 appendices removed at operation from cases 
of definite appendicitis and 50 normal appendices from the 
post-mortem room ‘were examined in this series. Of the 
former group oxyuris was found in 19.2 per cent. and of the 
latter in 28 per ceut.—that is to say, if anything, somewhat 
more frequently in the controls. They were bond much 
more frequently in the cases of both series under 15 years 
old, and no evidence of burrows was seen. 

The histological investigation was directed chiefly to local 
eosinophilia, and cell counts were made on sections of both 
the normal and diseased appendices. Eosinophils were found 


almost constantly in the appendices of both groups, 
immediately the and although they we 
considerably increased in numbers in the cases of appendicitis, — 
this increase was entirely independent of whether the appen. 
dices carried oxyuris or not. The one striking point wag. 
the relation of the numbers of eosinophi's to the stage of the ° 
inflammatory process as indicated by the number of days 
after the onsct of attack. 
The eosinophils were found to be above normal even twenty. 
four hours.after the onset and then to rise fairly rapidly to 
@ maximum in eight to twelve days, subsequently showing . 
a gradual decrease but remaining well above normal even jn 
the third or fourth week. The neutrophil polymorphonuclearg 
showed the usual steep rise in the first twenty-four to forty. 
eight hours and then an almost equally steep fall very nearly 
to normal in six to seven days; and the lymphocytes, after 
a preliuisary rather inexplicable drop in the first twenty-four 
hours, showed a rise to slightly above normal, thereafter 
remaining more or less constant. This local eosinophilia of 
the appendix seems to correspond with the eosinophilia found 
in haemothorax and certain infections of the peritoneum in 
guinea-pigs (possibly also in lymphadenoma and the convaleg. 
cence from acute infectious fevers) where eosinophils appear 
to be at their maximum at the time when resolution or fibrosis 
is Occurring. 
Some points noted from the cell counts of the normal 
appendices were that the lymphoid tissue as estimated b 
enumeration of the small mononuclear cells showed an 
increase up to the tenth year of life, thereafter retrogressing 
with age; that the thickness of the muscular coat showed 
a gradual and regular increase up to the age of 60 years; and 
that the numbers of eosinophils bore no relation to any 
particular disease or any special age. : 
Pigmentation of the apyendix wall was fairly frequently 
noted koth in the diseased and norma! appendices, and did. 
not appear to be related to appendicitis, as it was just as 
common in the normal appendix. In no cas> did it give the 
prussian-blue reaction for iron. It was usually associated, ag 
other writers have pointed out, with chronic intestinal stasis, 


THE CHOLESTEROL CONTENT OF THE BLOOD 
IN ANAEMIA, AND ITS RELATION TO 
SPLENIC FUNCTION. 


WILLIAM MacADAM, M A., M.D.Gtase., M.R.C.P.Lonp.,; 
Lecturer in Pathology, University of Leeds ; ‘a 

AND 


CECILIA SHISKIN, B.A.Capz, M.D.GLase, 
[ Abstract.'] 


In anaemias of all kinds we have found that the cholesterol 
content of the blood plasma is diminished, although often the 
decrease is not striking until the red cell count is less than 
50 per cent. of the normal. There is no noteworthy difference 
between the cholesterol find’ngs in cases of secondary and 
of idiopathic anaemia. The cholesterol of the red cells also 
shows a slight decrease, but the corpuscular content is much 
less subject to variations than is that of plasma. 

The spleen is generally regarded as the organ in which the 
red blocd cells are destroyed. Experimental splenectomy in 
dogs has been found by Kirg to produce in the b'ood an 
increased amount of choiesterol, which is well recognized as 
an antihaemolytic agent against certain substances. Through 
the courtesy of Sir Berkeley Moynihan we have been enabled 


_ to investigate this relationship from the clinical standpoint 


by following up the changes in the cholesterol content of the 
blood resulting from removal of the spleen in three cases of 
acholuric familial jaundice and one case of splenic anaemia. 
In the cases of haemolytic jaundice the cholesterol rose 
from approximately half the normal content (the average 
normal is 0.160 gram per 1C0 c.cm. blood plasma) to values of 
0.160, 0.234, and 0.259 gram per cent. respectively, while in 
the case of splenic anaemia a value of 0.308 gram per cent. 
was obtained. There is little deviation from normal (0.110 gram) 
in the cholesterol of the corpuscles before and after operation. 
The red cells increased by 25 per cent. on the average, there 
having been usually some degree of anaemia present. = 
In the cases of haemolytic jaundice the fragility of the 
red cells persisted even five months after splenectomy. The, 


—— 


1The comp'ete paper will be published in the forthcoming number of 
the Quarterly Journal of Medicine. 
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icterus and urobilinuria usually disappeared within ten days 

then, that in acholuric jaundice, as. also in 
splenectomy is followed by a marked increase 
in the cholesterol of the blood plasma, while at the same 
time the signs of abnormal haemolytic activity disappear. 
But we do not know in what way and to what extent this 
hypercholesterolaem:a is re'ated to the cessation of splenic 
function. Certain workers have attempted to associate the 
haemolysis with an excess of unsaturated fatty acids in the 
blood plasma. Their experimental data, especially in relation 
to the effects of splenectomy, are, however, not convincing. 


Slemoranda : 
MEDICAL, SURGICAL, OBSTETRICAL. 


DEGENERATIVE DISEASES OF THE LIVER. — 

In the discussion at the last Annual Meeting of the British 
Medical Association on degenerative diseases of the liver 
(British MeEpIcaL JOURNAL, December 2nd, p. 1055 et seq.), 
I found no mention of a condition I recently came across. _ 

A woman, aged 57, was sent to me complaining of pain in 
the back for the preceding few months, with loss of energy 
and a gradual enlargement of the abdomen. She had a 
large, ill-defined, somewhat tender tumour in the right 
hypochondriac and lumbar regions. It felt slightly elastic, 
and a provisional diagnosis of hydatid of the liver or retro- 
peritoneal growth was made. I did an exploratory laparotomy, 
and found the liver extremely enlarged owing to the presence 
of countless cysts, two of which were very large and occupied 
about half the liver, one being in the dome of the right lobe. 
The more superficial one was incised and the deeper one 
tapped through this, a large drainage tube being. inserted. 
The contents were clear watery fluid, and there was no sign 
of any hydatid membrane or daughter cysts. The patient 
died a few days later. At the post-mortem examination the 
liver was found to consistof a mass of cysts of varying size ; 
there were some present alsointhe spleen. The lungs showed 
evidence of old tubercle. Sections of the liver were cut by 
Dr. Mackarell, who reported that the cysts appeared to be 
dilatations of the bile ducts and were lined by tolumnar 
epithelium. 

1 have never come across a similar case, and can find very 
little about the condition in the literature on the liver. 

F. Bouron Carter, M.S., F.R.C.S. 


HYSTERICAL SIMULATION OF FRACTURE. 

Tue following case is perhaps worth recording. The patient, 
a girl of 22, came to see us one afternoon with the following 
history. She had been running to catch a train the previous 
evening when she slipped and fell heavily with her le!t arm 
under her. She got up and continued her journey. The pain 
Was so severe when she got into the train that she fainted; 
the train was stopped and she was taken back to the house 
where she was living, and she remained there for the night. 
We have seen her on several previous occasions, but have 
never looked on her as hysterical. We found the left aim 
in a position of extreme rotation inwards, the elbow-joint 
extended, and the forearm supinated, the palm of the hand 
facing forwards, with the thumb pointing directly outwards. 
The region of the elbow was swollen and the hand and 
distal part of her forearm very blue. The elbow-joint could 
not be flexed at all, either voluntarily, or by the exercise of 
slight force, an attempt causing great pain. The bony parts 
of the elbow were obscured. We wasted no time on further 
examination, but sent her straight to hospital, as it appeared 
to be a bad fracture dislocation of some sort. 

At the hospital she was seen by the house-surgeon and two 
members of the staff, who decided as we had, and anaesthetized 
her before attempting to make an exact diagnosis. As soon 
as she was under the anaesthetic they found the joint to be 
freely movable, and, except for the swelling, quite uninjured. 
We have seen the patient once or twice since, and find that 
both her elbow-joints are capable of hyperextension, which 
condition naturally increased the appearance of deformity ; 
also her knee-joints became slightly subluxated on extreme 
extension, aud her wrists and finger-joints are capable of 
more than normal extension. 

H. C. Woopunovss, M.B., Ch.B, 


Dawley, Salon. F, Cartton Jones, M.B., Ch.B. 


British Medical Association. 
CLINICAL AND SCIENTIFIC PROCEEDINGS. 


NORTH LANCS AND SOUTH WESTMORLAND 
BRANCH. 
~ Mental Deficiency. 
A HIGHLY successful meeting of the North Lancs and South 
Westmorland Branch of the British Medical Association was 
held at Lancaster on November 29th, when thirty members 
of the Branch were present. The members were entertained 
by Mr. Wetcu, vice-chairman, and Dr. W. H. Coupianp, 
medical superintendent of the Royal Albert Institution for 
Feeble-minded Children, and were shown round the work- 
rooms and saw the various grades of intellects being trained 
to useful occupation. 

Dr. CoupLanpD, in an interesting paper on certification under 
the Mental Deficiency Act (England), 1913, dealt with the 
procedure necessary to be followed in sending a mentally 
defective individual into such an institation, and showed the 
difficulties in the way and pitfalls to be avoided. He ex- 
plained the technical meaning of such terms as idiot, imbecile, 
moron (higher grade feeble-minded), moral imbecile, etc.,and 
showed how the “ mental age” of each was ascertained by 
the Binet-Simon tests. Examples of the following types 
of cases were exhibited: Mongolian, cretin, hydrocephalic, 
microcephalic, paralytic types, a case of epilepsy with 
craniectomy, illustrating congenital deformities, scapho- 
cephaly, brevicollis, Madelung’s deformity, etc. Dr. Coup- 
land said that it was very important that cases of adoles- 
cent insanity should not be certified under the Mental 
Deficiency Act. Defectives might, however, become insane 
and thus pass under the Lunacy Act, having then to be 
certified according to its procedure. Cases of simple stupor, 
or mild dementia praecox, might be tried first under the 
Mental Deficiency Act, remembering, however, the provision 
“from birth or an early age.” Children who had taken a 
good position in school and gained prizes, but who mentally 
changed at 14 to 16 years, becoming untidy, unsociable, and 
stuporose, etc., were probably not mentally defective at all. 
Carried to an extreme the psychology of Freud was dan- 
gerous. Freud’s ideas explained much of the conduct of the © 
abnormal child and the mental stresses of puberty. He 
showed forcibly that the “unconscious ” was a dynamic force 
in our mentality, and was not merely a quiescent receptacle 
for impressions stored in the unconscious region of the brain. 
A practical difficulty in dealing legally with abnormal 
children occurred in cases of mental disturbance followin 
encephalitis lethargica. Those and similar cases requi 
institutional treatment, but legally could not be properly 
certified as mentally defective, nor should they be dealt with 
under the Lunacy Act as of “unsound mind.” Such stigma 
should, in his opinion, be avoided whenever possible. 

After the reading of the paper, Dr. Cross proposed and 
Dr. CocuraNE seconded a vote of thanks to Mr. Welch, 
Dr. Coupland, and Dr. Henderson, and Mr. Wetcs briefly 
replied. 


NORTH GLAMORGAN AND BRECKNOCK 
DIVISION. 
Miners’ Nystagmus. 
Ara large and representative meeting of the North Glamorgan 
and Brecknock Division held at Pontypridd on November 
30th, Dr. Freperick Rosson of Penarth gave an address 
upon miners’ nystagmus. He dealt with the influence of the 
metamorphosis of coal, chiefly in its volatile characteristics, 
upon the incidence of nystagmus, and gave detailed evidence 
of the change in volatile percentages in the coals of the South 
Wales coalfield, illustrated by graphs‘and charts. He showed 
that as the seams passed across the coalfield from east to 
west and south to north debituminization occurred. He also 
pointed out that the volatile content of coals in other parts 
of the kingdom, having characteristics similar to those of 
South Wales and Monmouthshire, gave rise to a ~~ per- 
centage of nystagmus in mines with coals of the highest 
volatile content. The same principle appeared, therefore, to 
run through all the coalfields—namely, that a coal of high 
volatile content appeared to give rise to an increase in the 
incidence of nys us per se,and when computed in number 


of men employed. The variations as found statistically in 
the topographical distribution were reflected 


also in the 
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stratigraphical relationship of the seams to nystagmus as 
found in pits examined. Anthracitation of coal seams took 
place perpendicularly from upper to lower measures, at least 
in a large number of pits examined (Drs. Strahan and 
Poliard), and Dr. Robson found that nystagmus incidence 
had some correlation with the coals passed through from the 
upper to the lowest seams, and that increase of depth, with 
corresponding increase of temperature and pressure, had 
activating influences upon the etiology of the ailment. It 
was found that hard coals, with least volatility at greatest 
depth, gave a high percentage of nystagmus and higher than 
coals of greater percentage of volatility at more superficial 
levels—in other words, in hard coals temperature, depth, 
and pressure appeared to balance coals of softer composition 
with lower temperature and more volatility in the genesis of 
nystagmus. Dr. Robson said that volatile matter in a coal 
was not per se the actual cause of nystagmus, but that it was 
the index of the kinds of coal which appeared to give rise to 
the highest percentage of this ailment. It was found that, 
both in a linear or horizontal direction and stratigraphically, 
coal seam analytical variations were correlated with the 
incidence of nystagmus, soft coal measures giving rise to most 
cases and hard coal to least, except in so far that temperature 
and depth become provocative agents in nystagmus etiology. 
Dr. Robson next considered lamps and illumination, and 
re detailed particulars of the rise and fall of nystagmus 

uring the years 1909 to 1919. He showed that the portable 
electric lamps had not had any appreciable influence on the 
reduction of the ailment, but, per contra, nystagmus in those 
eleven years had increased by a very high percentage. He 
then discussed the possible toxic factors in the causation of 
nystagmus which was possibly due to mine gases, and his 
opinion was that the ailment was the result of a toxaemia or 
anoxaemia, or both. The toxicity was mostly evident in the 
bituminous coals, with high volatility, and was least in the 
anthracite coals. 

‘Dr. Morean Rees showed a case of nystagmus with 
exaggerated :izns and symptoms, the head movements in- 
volving large excursions, which communicated themselves to 
the trunk and arnis. Speech was hesitant, gait uncertain; 
words were slurred over and indistinct. 

_Dr. Rosson said that this was oné of the most pro- 
nounced cases that he had seen, and appeared to support the 
claim that nystagmus was a defect in the central nervous 
system. 


BRIGHTON DIVISION. 
Ar a clinical meeting held at the Royal Alexandra Hospital 
for Children, Brighton, under the auspices of the Brighton 
Division of the British Medical Association, the following 
cases were shown by the honorary medical and surgical staff : 


Clinical Cases. 

Mr. L. A. PARRY showed a case of hypertrophy of the right 
upper extremity, the enlargement being, as usual, most marked 
at the distal end of the arm. Mr. Parry also showed a case of 
tuberculosis of the knee. The patient was shownasa text for advo- 
cating the ‘‘sun cure” treatment as carried out at Leysin and 
Alton. Mr. Parry said that he had applied to the town council for 
the use of a certain number of beds at the sanatorium for the 
purpose of treating children suffering from tuberculosis, rickets, 
malnutrition, etc. It was pointed out that the cure could probably 
never be carried out quite as thoroughly and satisfactorily in this 
country as in the mountains of Switzerland, but the results 
obtained at Alton, in Hampshire, were so good that there was no 
— they should not have a thorough trial at other suitable 

aces. 

r Dr. WALTER BROADBENT showed a boy suffering from tuber- 
sulous meningitis, whom he had shown six months ago with tuber- 
culous pericarditis; the cerebro-spinal fluid contained 85 per cent. 
lymphocytes. He also showed a boy, aged 3, who had been twice in 
hospital comatose for some days with all the signs of mening:tis 
but had recovered with the aid of lumbar punctures and urotropin. 
In this case the cerebro-spinal fluid was under great pressure during 
the attacks but contained no abnormal cells. A third case was 
that of a boy with severe aortic regurgitation, who had a weil- 
marked presystolic murmur and thrill—Dr. Flint’s murmur, which 
did not signify any mitral stenosis at all. He had well-marked 
systolic and diastolic murmurs at the base of the heart and a water- 
hammer pulse. 

Other cases shown included the following: A girl, aged 16, who 
had a large soft symmetrically enlarged thyroid gland associated 
with a pulserate varying between 108 and 144 beats a minute. She 
was free from exophthalmos, tremors, vasomotor disturbances, or 
gastro-intestinal symptoms; catamenia had recently become estab- 
lished and was regular. 

A case of extensive paralysis of both legs in a girl aged 10, 
following acute anterior poliomyelitis in infancy. The case had 
been shown six months previously with, in the left leg, a flail- 
ankle and paralysis of the gluteus maximus and, in the right leg, 
paralysis of the quadriceps extensor cruris. Since then the left 


foot had been stabilized by an arthrodesis of the subastragaloiq 
joints after removal of the scaphoid, and the right knee had been 
treated by transplantation of the biceps into the patella. The 
patient cculd now walk well without apparatus, except a high boot 
on the left foot ; there was a considerable limp due to the gluteal 
paralysis, but the left foot was strong and stable and the ‘right 
knee balanced and steady in walking, though the transplanted 
b ceps was not yet strong enough to extend the leg against gravity,: 

A case of acute anterior poliomyelitis in a child aged 8, dating 
from infancy. When first seen there was severe equino-valgus 
deformity of the foot and complete paralysis of the tibialis anticus 
on the right, with 1 and 14 in. shortening. The case was treated by 
lengthening the tendo Achillis and transplanting the peroneug 
brevis into the internal cuneiform bone. The foot could now be 
inverted voluntarily, and the child walked well with a high boot, 
but no other apparatus. 

A case of equinus and pes cavus, with slight eversion of the foot, 
in a boy, aged 9, due to the shortening of the limb from old 
infantile paralysis. The condition was treated by lengthening of 
the tendo Achillis, tenotomy of the plantar fascia, and transplanta- 
tion of the extensor proprius hailucis into the neck of the first 
metatarsal bone, and arthrodesis of the i: terphalangeal joint of 
the great toe. The boy walked almost without a limp with a boot 
raised to correct the shortening. 

A case of intussusception in a boy, aged 6, with some unusual 
features. There was a history of an attack of acute appendicitis 
six months previously, in which operation had been advised and 
refused. Twenty-seven hours before he was seen there was a 
onset of acute abdominal pain and constant vomiting, with absolute 
constipation. When seen on November 6th the child looked ill, 
with temperature 98°, pulse rate 116; in the right iliac fossa was 
a firm and tender mass in the region of the caecum. An imme- 
diate laparotomy was done on a diagnosis of appendicitis. On 
opening the abdomen the appendix was found adherent, but not 
inflamed, and the mass was in the caecum above it; it proved to 
be an ileal intussusception, passing through the ileo-caecal valve 
and reaching to just beyond the hepatic flexure. This was reduced: 
with some difficulty; the last portion to reduce was an invaginated ' 
Meckel’s diverticulum, which had formed the apex of the intus- 
susception. As the patieut’s condition was not very good the . 
abdomen was closed and the removal of the appendix and the 
diverticulum left to a future operation. His recovery was 
uneventful. (The Meckel’s diverticulum and the appendix— 
which was adherent to the caecal wall—were removed on 
November 21st. The parts of the small intestine involved in the 
intussusception showed no pathological changes.) 


Reports of Societies. 


THE USE OF ERGOT IN OBSTETRIC AND 
GYNAECOLOGICAL PRACTICE, 


Ar a joint meeting of the Sectiong of Obstetrics and Gynaeco- 
logy and of Therapeutics and Pharmacology of the Royal 


Society of Medicine on December 7th, Dr. 'T. W. Epen pre- 


siding, a discussion took place on the use of ergot in obstetric 
and gynaecological practice, with special reference to the 
position of ergot in the Pharmacopoeia. 

Dr. H. H. Dats, in introducing the subject, said that such 
a discussion ought to promote a closer co-operation between, 


‘the pharmacological laboratory and the practice of medicine. 


There had been too great a tendency for the laboratory 
worker to shut himself off in the pride of the more exact 


‘methods of measurement which he could use and the stricter 


experimental controls which he could apply; and, on the 


‘other hand, for the clinical observer to form the opinion 


that the laboratory investigator was an unpractical pedant 
whose results had small relation to practice at the bed- 
side. Such a problem as was suggested by that evening’s 
discussion was one that could never be settled unless the 
laboratory experimenter and the clinical observer joined 
forces in some kind of agreement. Experimental work, say 
on living animals or on isolated organs and tissues, although 
it had great advantages in that its results cou!d be recorded 
mechanically and measured exactly, could lead only a ver 
little way when the matter at issue was the influence whic 
drugs had upon the function of the parturient uterus in the 
human being, and could lead hardly at all when it was a, 
question of readjusting an abaormal menstrual function. His 
own duty in that discussion was to put forward the position 
which could be reached by the methods of experimental 
pharmacology, but in the ultimate those methods were bound 
to fail, and the final decision must in any case be left to the 
practising physician. 

The position of ergot in pharmacology and therapeutics 
was anomalous. It owed its introduction into therapeutics’ 
originally to the purely empirical observation of its effects on. 
the human being, and while no definite knowledge existed as 
to the nature of the active principles of ergot, the methods 
adopted for preparing extracts from it for therapeutic use 
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a ttled largely by tradition, partly by ex- 
perience best very vaguely and imper- 
tl seconded. About the middle of last century two types 
'y y. aration came into vogue, to each of which was given 
the wane “ergotine”—an unsuitable name because it sug- 
ested something in the nature of a pure active principle. 
Phe preparations were made according to the fancy of indi- 
viduals, and were merely crude extracts. In one of them the 
exinaction began with water, and a certain amount of alcohol 
was afterwards added; in the other the preparation started 
the other way about. These were the extracts, in the present 
edition of the Pharmacopoeia, which had had the greatest 
vosue. They were very much alike, and he did not think 
that either of them contained much of the essential 
active principles of ergot. There was another pre- 
paration in the Pharmacopoeia—namely, ammoniated tinc- 
ture of ergot, which from the scientific point of view 
ought to be much better than either of . the others, but 
he believed it had been much less used in general thera- 
peutics. The first substance obtained from ergot in a pure 
condition was ergotinin, a beautiful crystalline alkaloid, 
obtained as long ago as 1875, This was associated with 
a quantity of material which appeared to its extractor, 
Tanret, to have an identical chemical composition, but which 
differed from the crystalline substance in that he was unable 
to crystallize it in any way. Tanret’s conclusion that the 
amorphous ergotinin was identical with the crystalline rather 
put back the clock for some time, because investigators 
took the crystalline in preference to the other; and it was 
not until Barger and Carr, fifteen years ago, worked out 
the matter that the so-called amorphous ergotinin was 
found to be really a different substance, of an intense activity, 
as he (Dr. Dale) was able to show by physiological experi- 
ment. This substance, now called ergotoxin, might reason- 
ably have been regarded, so far as laboratory experiments 
were concerned, as the principle responsible for the thera- 
peutic action of ergot, and it had a stimulant action on plain 
muscle, conspicuously on the plain muscle of the uterus. But 
such experiments as were made clinically did not seem to 
arouse any enthusiasm for its therapeutic properties, and 
among other contrary factors was the consideration—and he 
did not take so purely a laboratory view of pharmacology as 
not to admit that there was cogency in the argument—that 
the majority of practitioners were already using the liquid 
and the other extract given in the Pharmacopoeia. 

During the last few years a new point had arisen which for 
him had rather revived the interest of the question. A very 
able chemist, Dr. Stoll, who since the war had entered the 
service of a pharmaceutical firm in Basle, had extracted from 
ergot as a new alkaloid what was described as being at last 
the long-sought-after active principle of ergot—a substance 
producing all the action of good ergot and free from all the 
undesirable associated effects which the crude ergot might 
proluce. On the face of it, it was evident that the new 
afkaloid, to which the name “ ergotamin” was given, was very 
closely related to the old ergotoxin. It seemed quite possible 
that what Stoll had obtained was something which differed 
from ergotoxin only slightly in chemical composition. On the 
other hand, certain preliminary physiological experiments on 
the substance, published by Professor Spiro, professor of 
biochemistry at Basle, conveyed the suggestion that here was 
something on a different footing from anything previously 
described. He got into correspondence with the professor 
and arranged for an exchange of specimens—his own ergo- 
toxin for the other’s ergotamin—and in the result both of 
them agreed that the substances were absolutely identical, 
—— as well as qualitatively. He showed tracings 
illustrating the similar action of both substances on the uterus 
of the cat and of the guinea-pig. Whatever might be the 
truth about the chemical relationship, practically the two 
were identical. 

The question to be answered was whether the specific 
alkaloids of ergot—of which ergotinin citrate was one 
eae and ergotoxin and its salts another—alone give 
the therapeutical results. If so, then ergot must be included 
in the Pharmacopoeia. It was clear also that if ergot was 
retained in the Pharmacopoeia on account of its specific 
alkaloids, the old methods of preparing the official extracts 
ought to be revised so as to ensure that the alkaloids were 
present in the finished product, and not for the most part 
thrown away as they were now. On the other hand, if the 
non-specific putrefactive alkaloids, like tyramin, embodied in 
the modified formula of extra-pharmacopoeial preparations, 
produced all the effects claimed for ergot, then it was equally 


clear that ergot had no place in the Pharmacopoeia, because 
these others could be more easily and economically obtained, 

He hoped that the discussion might do something to clear up 

these points, for he felt that the present position of this 

problem was not quite worthy of scientific medicine. 

The Chairman, Dr. Epen, said that Dr. Dale had been very 
modest about his own share in these researches, but they 
would understand how important his work had been in 
elucidating the action of this drug. The fashioa in obstetrics 
had altered in recent years, and there was a tendency for 
pituitary extract to replace ergot. But ergot could not really 
be superseded, because 50 per cent. of the confinements which 
occurred in the country were attended by midwives, into whose 
hands pituitary extract must not be given for free use, so that 
a uterine stimulant was wanted which did not possess any 
markedly toxic effects. It was difficult to form an opinion as 
to the clinical value of this or any drug. Some observers of 
a sanguine temperament appeared to get good results every 
time; others were unable to form any decided opinion, Yet 
the action of ergot on the uterus was so simple and specific 
that one would think there could not be much room for 
mistake in the clinical impressions formed. He had ofteu 
wondered whether pharmacologists could not assist in tbe 
scientific record of the action of ergot on the parturient 
uterus. He himself had formed a very strong opinion as to 
the value of ergot as a uterine stimulant during and after 
labour, but in recent years there had been difficulty in gettin 
suitable preparations. He was doubtful about the action o 
ergot in gynaecology, and would speak on that only with 
great reservation. He did not know that ergot had much 
effect on the quiet uterus. He urged that the editors of the 
British Pharmacopoeia should endeavour to move the Govern- 
ment to furnish a grant of money, so that, at any rate, the 
more important drugs in the Pharmacopoeia might be 
properly tested. 

Sir Nestor Tirarp (senior editor, British Pharmacopoeia) 
said that he did not know whether he was expected to 
take the position of defending counsel or of the defendant 
himself, but he wanted to give the meeting some idea of the 
trouble that was taken in producing the current Pharma- 
copoeia. It was not quite the fact that the compilers had 
gone on from one issue to another, following some hallowed 
tradition. They were not quite so blind as that. They had 
endeavoured to act on information received. They had taken 
a great deal of trouble to ascertain the wishes of the medical 
profession. They had sent round to nineteen licensing bodies 
a form of inquiry for any additions, alterations, or omissions 
which might be suggested, and the authorities in most cases, 
though not in all, were good enough to make some sugges- 
tions. Not one of the nineteen bodies, however, suggested 
the omission of either of the extracts of ergot. One body— 
he believed it was the University of Manchester—suggested 
that the preparation might be improved, but that was a 
pious opinion which might be held with regard to every 
pharmacopocial substance. Another suggested that only 
the active principle should be employed, and another 
that it should be standardized physiologically. Here was 
the crux of the matter, for the compilers of the last 
Pharmacopoeia had no power to standardize anything 


physiologically. The Germans and Americans, who had 


Government institutions which controlled physiological ex- 
periments, were in a different position, but there was 
nothing of the kind in this country at present, though it 
was hoped that in the future some Government standardizing 
authority might be set up. It appeared from a recent report 
that Dr. Dale had found that the preparations of pituitary 
extract stood in need of as much revision and control as 
those of ergot. It was no indication that a drug was not 
used to find that it was not present in a large number of 
prescriptions. The compilers of the Pharmacop:eia had 
asked a large number of chemists to analyse some 48,000 
prescriptions, and in not one of these did any official pre- 
paration of ergot appear. It might be concluded from this 
that it was not wanted, and could be deleted; nevertheless, 
it was known to be used largely when required, though 
happily it was not the practice to give patients prescrip- 
tions containing what must be regarded as a dangerous drug 
if improperly used. The compilers of the Pharmacopoeia 
wanted to know the wishes of the profession. If the pro- 
fession generally employed any drug—not in an ephemeral 
way, because it had become a fashion—so largely that it was 
desirable that its composition should be controlled, it should 
make its wishes -known through the licensing bodies so 
that such wishes might be conveyed to the Pharmacopoeia 
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Committee of the General Medical Council, where they would 
receive adequate attention, and if the Government set up a 
State laboratory where experimental work could be controlled 
and standards laid down, the information received could be 
referred to such a laboratory. 

Professor W. E. Drxon said that one of the most remarkable 
facts which had come to light in medicine during the last 
er was the fact that the body worked by means 
of substances not very far removed from the crystalline 
alkaloids of pharmacology (he referred to such things as 
adrenaline). It was of interest that some of the crystalline 
substances found in ergot were also manufactured in the 

- alimentary canal as a matter of course, and as these 
substances were readily absorbed they were no doubt 
responsible for the signs of alimentary toxaemia which he 
supposed everyone suffered from to a greater or less degree. 
The normal stimulus to the uterus, especially under certain 
conditions, was excretion of pituitary, and it was interesting 
to find that gynaecologists had discovered that fact for them- 
selves and preferred pituitary, which they knew produced a 
definite effect, to ergot, which might or might not produce a 
certain effect. In 1915 in Germany a number of experiments 
were performed on parturient women in which the movements 
of the uterus were recorded in a manner similar to that 
in which pharmacologists recorded the uterine movements 
in animals. The results were published in the Miinchener 
medicinische Wochenschrift in six or eight papers. These 
showed that when pituitary extract was injected into 
the patient the pains became quicker, but there was 
comparatively little increase in tone; with certain samples 
of ergot, on the contrary, the pains were increased five 
or ten minutes after injection, but the tone of the uterus 
was also considerably increased. With regard to the prepara- 
tions given in the Pharmacopoeia, pharmacologists were 
perfectly clear that the American liquid extract was infinitely 
superior to the British liquid extract, the latter being fre- 
quently without action at all. He understood that the 
compilers of the Pharmacopoeia took the position that it was 
not their business to suggest useful substances, but to accept 
suggestions; they followed in the wake, they did not lead 
the profession. It was a little difficult to see where any 
advance was to be made along those lines. 

Dr. Herbert SPENCER said that for the last thirty years he 
had never prescribed in private any other preparation of 
ergot than the ammoniated tincture; he had found this from 
experience to be by far the most potent, much more so than the 
liquid and the other extract. He emphasized the importance 
of the association of pharmacological laboratories with clinical 
work. Professor Henry Brices said that for his part he had 
not used ergot for quite twenty-five years, and had never felt 
the lack of it. He emphasized the need for close contact 
between laboratory and bedside. Mr. Ateck Bourne said 
that during the last few weeks there had been established at 
Queen Charlotte’s Hospital a means of measuring alterations 
of intrauterine pressure. The work had been done in 
connexion with the committee appointed by the Obstetrical 
and Gynaecological Section to investigate the action of 
pituitary extract. Very little had as yet been done, but the 
results would be communicated at the proper time. It was 
impossible for those who worked clinically to give impressions 
of any value as to the action of drugs. There were too man 
variables; the patient, the disease, and the drug were all 
variables. He suggested that another committee should be 
appointed ad hoc to thrash out the matter in connexion with 
ergot and its derivatives. 

Dr. Date said that Sir Nestor Tirard had put forward a 
position which, of course, was quite understandable. The 
function of the Pharmacopoeia Committee was not to lead 
the profession but to follow it. If the committee waited for 
some indication of dissatisfaction from the profession before 
it moved the position was rather hopeless, for the profession 
was apt to regard the Pharmacopoeia as an authority, setting 
up a standard, not only of what was actually prevalent, but 
of something which had at any rate a reasonable theoretical 
basis. He noticed that in the last edition of the Phar- 
macopoeia (1914) there was a slight change in the process 
given with regard to extract of ergot, and he wondered 
— that was made in response to any widely expressed 
esire. 

Sir Nestor TrrarD said that the compilers were controlled, 
not only by the wishes of the profession in this country, but 
by an international agreement, and Dr. Dale would have to 
educate not only obstetricians in this country but obstetricians 
in all the signatory countries. 


Dr. Date remarked that in 1885, instead of the preseng 
ammoniated tincture of ergot, there was a plain tinct 
For some reason that was altered, and he was not sure that 
it was an improvement. Mr. Bourne was rather pessimistic 
about the possibility of clinicians collecting any useful eyi. 
dence, and Dr. Dale agreed that if the Obstetric Section 
could appoint a committee to thrash out the ergot question 
in the same way as the pituitary question was being thrashed 
out it would be the best way of furthering the matter. 

The CHairman said that the Section of Obstetrics ang 
Gynaecology would do its part in the formation of such g 
committee, but the committee ought to be a joint one, in | 
which the Section of Therapeutics and Pharmacology would 
participate. 


PRE-NATAL CARE. 


At a meeting of the Liverpool Medical Institution held on 
November 30th, with the President, Protessor J. HILL ABram, 
in the chair, Mr. A. LEYLAND RoBinson read a note on pre-natal 
work and puerperal mortality. He said that an analysis of 
222 fatal cases showed that the causes of deaths in childbirth 
could be divided into four big groups: (1) Haemorrhages and 
obstetric accidents ; (2) the toxaemias of pregnancy ; (3) sepsis; 
(4) pre-existing or intercurrent disease. In general hospitalg 
pre-existing or intercurrent disease was the most important; 
in maternity hospitals the haemorrhages and accidents of 
labour; sepsis was insignificant in both and must therefore 
arise chiefly among patients delivered in their own houses, 
Only a small proportion of the cases described had received any 
treatment during pregnancy, although preventive measures 
might have saved many lives. He considered that pre-natal 
care was especially valuable in the prevention of convulsive 
eclampsia and the accidents of labour; its relation to the 
haemorrhages (accidental and placenta praevia) and to many 
general diseases required further investigation but offered a 
wide field for research. Routine examination during pregnancy 
would enable the practitioner to diagnose and correct many 
abnormalities before the onset of labour—this would un- 
doubtedly reduce the number of emergency operations now 
performed under unfavourable conditions in patients’ homes 
and therefore reduce sepsis, which most commonly follows 
this type of case. In conclusion Mr. Leyland Robinson urged 
that the training of medical students and midwives be 
amplified, and that the general public should be made to 
realize that pre-natal supervision is essential to the welfare 
of all expectant mothers. : 

Professor Briccs maintained that the sources were as im- 
portant as the figures in statistics. The strength of an official 
midwifery service depended on fully equipped maternity wards 
and their influence on the home district practice. This 
had been repeatedly and fully illustrated and never more 
effectively than in Liverpool by the paper read that night 
by Mr. Leyland Robinson. . 

Dr. Jonn Hay emphasized the value of ante-natal supér: 
vision and treatment in-all pregnant women suffering from 
valvular disease of the heart. During the last twelve months 
he had had under observation at a rest home 14 such cases, 
4 of them being advanced valvular disease of the heart of the 
mitral type in whom fibrillation was present; 10 cases were 
non-fibrillating, and 9 of the 10 suffered from mitral stenosis, 
and the other one being an aortic regurgitation. In preg- 
nant women suffering from valvular disease the patient must 
be treated as a cardiac case. Dr. Hay thought that the 
advantage of supervision in such cases was that an oppor- 
tunity was afforded for materially improving the reserve 
power of the heart in preparation for the strain of labour. In 
fibrillating cases the response to digitalis could be estimated, 
and in the graver degrees of cardiac embarrassment an oppor- 
tunity was afforded for considering the question of operative 
interference. 

Dr. Frances Ivens considered that ante-natal care was a 
very important factor in the lessening not only of puerperal 
mortality but of puerperal morbidity. It diminished the 
necessity for instrumental interference with its added risk 
of maternal injury and infection. In a series of 305 con- 
secutive maternity cases in which she had made a careful 
examination during pregnancy forceps had only been required 
in less than 3 per cent. 


Mr. Frank Jeans read a note on a modification of technique 
in intestinal obstruction, which he bad practised in removin 
growths from the large gut. It consisted of Paul’s meth 
with immediate destruction of the “spur” by scissors and 
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q of a larze Paul’s tube for the double-bore 
the safety of Paul’s method with a 
ceenteubi of the convalescence and was more rapid than 

is with drainage. 
KW. that Mr. Jeans’s suggestion 
was a valuable point in technique when the type of operation 
to which Mr. Jeans referred was chosen. In the presence of 
acute obstruction, however, he was in the habit of performing 
a caecostomy in most cases to be followed by resection of the 
growth and anastomosis. Even in cases without acute 
obstruction he believed this or some similar proceeding to be 
preferable to leaving a temporary anus at the site of the 
Bickerton read the original Memoir of Dr. John 
Rutter, Founder of the Institution. The memoir was written 
by Dr. Rutter’s nephew, Mr. John Rutter Chorley, in 1839. 
Mr. Bickerton eulogized Dr. Rutter’s services to the medical 


profession and the city of Liverpool. 


RELAPSING PYREXIAS OF LYMPHADENOMA. 


he Sheffield Medico-Chirurgical Society was 
23rd in the Medical Library of 
Sheffield University, with the President, Dr. Rupert Hatiam, 
in the chair, when Professor ARTHUR J. Hatt read a paper on 
the relapsing pyrexias of lymphadenoma. — 
- Professor HALL began by drawing attention to the fact that 
the disease occurred in two forms—a “macroscopic” form, 
in which there were obvious glandular swellings, and an 
“occult” form, in which glandular enlargement was absent 
and in which the diagnosis was always diflicult. Further, 
in this occult form there was one subclass of case in which 
the diagnosis was definitely considered, but there was also 
another subclass in which it was never even thought of 
until autopsy declared it. He then proceeded to discuss that 
type of lymphadenoma originally described by Pel and 
Epstein, in witich there was a recurrent pyrexia over a long 
period of time. Although admittedly a rare type of the 
disease, some of its apparent rarity might be due, he said, to 
difficulty of prolonged observation, in that patients might not 
‘be seen by the same medical man in successive attacks, and 
owing to the intervals of comparative good health the subjects 
of this dis:ase were averse to prolouged hospital residence. 
One of the chief difficulties in getting a clear mental picture of 
the condition, at any rate so far as the pyrexia was con- 
cerned, lay in the very cumbersome temperature charts which 
must be scrutinized if a case was completely recorded, and in 
order to overcome this difficulty Professor Hall had devised a 
standardized type of chart whereon in a very short space 
could be expressed the morning and evening temperatures 
over a very long period. A series of those charts were thrown 
on the screen, showing the pyrexia in such conditions as 
pneumonia, empyema, tuberculosis, etc., for comparison with 
— the standardized charts of all the published cases of 
the Pel-Epstein type of lymphadenoma were also.shown. In 
a study of those cases, and also of two of his own, Professor 
Hall demonstrated the extraordinary regularity of the 
recurrent fever. The period of recurrence varied in different 
cases, although the average seemed to be about twenty days, 
but was constant for any individual case. So regular was 
this periodicity that in one of the published cases, before its 
completion, the time of the return of the pyrexial wave was 
accurately predicted merely from a careful examination of 
the previous pyrexial periods, a prediction which was later 
verified. So striking was this recurrent type of fever that 
the possibility of some protozoal infection was very strongly 
suggested, and the lecturer related one case of lymphadenoma 
of that type which was for some time treated as a case of 
malaria. At the same time he pointed out the criticism that 
in all the diseases where protozoa were responsible for 
recurrent pyrexia, rat bite fever, malaria, etc., the apyrexial 
periods were short, and the twenty days’ interval of lymph- 
adenoma was unusual; but at the same time some of the 
cases showed a short apyrexial period, as in one published by 
McNalty. 
Dr. R. Hattam, Dr. A. E, Natsu, Dr. T. Rospertson, and 
Dr. A. E. Bayes took part in the discussion which folluwed 
the address. 


; X-Ray Treatment of Malignant Disease. 
Mr. Reeinatp A. read a paper entit'ed ‘The 
of modern g-ray apparatus to the treatment 
of malignant conditions.” In his preliminary remarks Mr. 


Morrell pointed out that the problem which had engaged the 
attention of the radiotherapists in the past—namely, that of 
conveying a sufficient dosage to a sufficient depth—was on the 
way to being solved by the latest apparatus and technique 
evolved in Germany. Moreover, great advances had been 
rendered possible as regards standardization and measure- 
ment of dosage, and by these means we were getting within 
measurable distance of the point when radiotherap might 
be considered an exact science. While admitting that the 
newer apparatus and methods of the German schools con- 
stituted a great advance, Mr. Morrell maintained, however, 
that the present claim of the Erlangen school to treat 
primary malignant disease by radiotherapy in preference 
to surgery was indefensible, as it was based on a fallacy— 
namely, the minimum lethal dose, the very existence of 
which was disputed in many quarters and could not be sub- 
stautiated in practice. Moreover, this system of massive dosage . 
did not take into account the danger of diminishing the 
patient’s resistive powers. Other reasons were advanced to 
show that we were very far from any universal cure, even in 
those cases which were most favourably situated. On the 
other hand, those newer methods were likely to be of the 
greatest service in treating inoperable cases, and where from 
the very nature of things greater risks were justifiable. Mr. 
Morrell concluded with a reference to the various methods, 
still in their experimental stages, by which malignant 
growths might be rendered more sensitive to radiotherapy. 
in the event of these being successful many of the objections 
which had been raised would be negatived and the use of the 
apparatus would be firmly established. In any event, the 
treatment was essentially one for an institution, as it demanded 
the services of a properly qualified whole-time medical officer 
and the co-operation of the surgeon and the pathologist. 


AFTER-EFFECTS OF LETHARGIC ENCEPHALITIS. 


A meetinG of the Royal Medico-Chirurgical Society of 
Glasgow was held on November 17th, when Dr. Grace 
ANDERSON read a communication on the sequelae of lethargic 
encephalitis in the child. Her observations were made on 
33 cases that recovered from the primary attack. These 
children had suffered from disturbances so similar and so 
typical that those disturbances had become regarded as con- 
clusive evidence of a prev.ous attack of encephalitis lethargica. 
In many cases the sequelae had proved the nature of the 
primary attack. The sequelae in the order in which th+y 
appeared were: (1) nocturnal wakefulness and excitability, 
and (2) psychical disturbances, which included changes in 
disposition, mental impairment, and habit peculiarities. Tie 
noctural wakefulness was characterized by persistent in- 
somnia with extreme motor unrest and excitement duriag 
the night, followed by more or less marked lethargy during 
the day. The prognosis as regards complete recovery was 
bad. Of the psychical! disturbances, which in most cases had 
followed a long period of nocturnal insomnia, change o* dis- 
position was the most important. Disobedience, bad temper, 
cruelty, even kleptomania, had appeared in previously good 
children. Mental impairment or interference with memory 
was absent, but the children were unable to check the impulse 
to do wrong. In 10 cases there was definite mental impair- 
ment without much..change of disposition. The habit 
peculiarities. most frequently met with were spitting and 
hysterical dyspnoea. ‘these Dr. Anderson considered to be 
late sequelae, because they persisted long after the normal 
sleep sequence had been regained. ‘The former was not 
a true sialorrhoea, as the habit could be controlled for‘a long 
period without accumulation of saliva. Hysterical dyspnoea 
was characterized by paroxysmal attacks of “ panting like 
Epwin (Edinburgh) communicated a 
paper entitled “Remarks upon lethargic encephalitis, with 
special reference to the late symptomatology and persistent 
after-effects of the disease.” Professor Bramwe'l explained 
that the official figures of mortality were apt to give an 
exaggerated impression as to the fatality of the disease. 
This was due to the fact that mortality figures were based 
upon notified cases. Among 56 cases observed up to 1919 
only 9 died, and from a larger uumber of cases seen a 
mortality of not more than 20 per cent. occurred. ‘This 
corresponded with the conclusions arrived at by the Committee 
of the American Association for Research in Nervous and 
Mental Disease appointed to study the subject. Of the 
deaths probably four-fifths occurred within the first month, 
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and thus the risk of a fatal issue was small after the first 
four or five weeks. The speaker's opinion was that complete 
recovery was exceptional. The effects of the disease tended 
gradually to improve, although relapses tended to occur even 
one to two years after the primary attack. Dr. Bramwell 
considered that some of the so-called sequelae should be 
regarded as a disease progressive for the time being rather 
than the consequence of a pathological process which was no 
longer active. The most common after-effect was probably 
a general lack of physical and mental energy. Initiative, 
discrimination, and judgement appeared to be impaired, as 
also were memory, concentration, decision, and many other 
individual characteristics. Some of these symptoms prob- 
ably were directly dependent upon the pathological process, 
and some might be accounted for by a superimposed neurosis 
consequent upon the patient’s mental attitude towards his 
case. The mental phenomena observed in the child often 
differed materially from those observed in the adult, because 
in one case it was the developing and in the other the 
developed brain that was attacked. Various pareses or 
paxalyses of more or less sudden onset were not infrequently 
caused by encephalitis lethargica, and even the Argyll 
Robertson pupil might be a resu't. Diagnosis from brain 
tumour might be very difficult when an _ encephalitis 
manifested its presence by producing a_ progressive 
hemiplegia. In some cases abnormal movements recognized 
months after the acute attack might appear when the patient 
was well on the way to recovery. Coarse tremor, general 
motor restlessness of choreic type, twitching of the face, 
pouting and puckering of the lips, irregular movements of the 
diaphragm, purposeless movements of one or more limbs were 
among the phenomena observed. One patient increased 
greatly in weight, an observation which was not unique. 
The Parkinson syndrome was not uncommon, and again and 
again the physiognomy gave the c!ue to a diagnosis of 
lethargic encephalitis, although the certain diagnosis from 
true paralysis agitans might not always be easy in the 
absence of a history of an acute illness with febrile dis- 
turbance and, it might be, diplopia. The Parkinson syn- 
drome was met with in children as well as adults, whereas 
paralysis agitans was essentially a disease of later life, and 
was extremely rare under 30 years of age. Tumour of the 
brain and lethargic encephalitis were not always readily 
diagnosed differentially. 

Dr. Henry J. Watt reported the results of his application 
of the Binet (Burt) tests to a score of children who had had 
lethargic encephalitis. The mental ratio was found to be, on 
the average, 68+ 8. This figure might be compared with the 
average mental ratio of 114 children in the Royal Hospital for 
Sick Children, Glasgow—namely, 88+16. The difference 
seemed significant. The intelligence of the child was appa- 
rently distinctly impaired by the disease. The number of 
cases examined by the method did not yet, however, warrant 
very definite statements. 

Dr. Jonn Tuomson (Edinburgh) thought that it was 
interesting, though probably not of any great importance, 
to notice how many resemblances there were between the 
clinical symptoms in some of the slighter cases of epidemic 
encephalitis in children and those often seen in severe chorea. 
For example, in both conditions there was a mask-like facies, 
irregular, imperfectly controiled muscular movements, 
irregular, imperfectly controlled emotional disturbances, also 
a striking change in the child’s character, 4nd obstinate 
insomnia. There was, of course,no question of the two 
diseases being due to a common cause, but the local lesions 
set up in the brain were not dissimilar. The recent work of 
Poynton and Holmes, of Greenfield and Wolfsohn, and of 
various Continental pathologists seemed to show that the 
essential lesions in chorea consisted in a slight diffuse or 
disseminated encephalitis, which was not very unlike that in 
lethargic encephalitis either in its appearances or its distribu- 
tion. Dr. Thomson also spoke of the great frequency and 
importance of noisy hyperpnoea as a symptom of epidemic 
encephalitis in children, although it was a comparatively rare 
manifestation of the disease in adults. This sort of “heavy 
breathing ” or “ panting” was a very noticeable feature from 
the first in the youngest case he had seen—that of a girl baby 

whose earliest symptoms occurred on the twenty-first day of 
life. It was also noticed early in the oldest case of the kind 
he had had in a child—a girl between 14 and 15.. In his 
experience it was a prominent symptom in a large majority 
of the cases seen in children, and, as Dr. R. D. Clarkson had 
pointed out to him, it probably helped more than any other 
of the symptoms in coming to a diagnosis, when the other 


manifestations of encephalitis lethargica were indefinj 
no proper history was available. ack ato 
Professor Monro, after referring to the now well-known 
syndrome in the adult group, spoke of the symptoms jy 
children and of the intermediate cases. He suggested that 
the so-called sequelae were possibly due to a lighting up of 
an old lesion—that the disease was still active after a year 
or two. The late symptoms were a Parkinsonian conditj 
weakness of muscles, and fixity of features, often withont 
tremor. He was nct familiar with severe mental derange. 
ments. 
Dr. D. K. HenpErson spoke of the condition from the poj 
of view of the psychiatrist. In institutions a fairly acute 
type of organic reaction was what was generally met with, 
There was not so much a defect in memory, etc., but a defect 
along the line of emotional life. The end-result seemed to be - 
more a state of emotional dulling or stupor with retention 
of memory and intelligence. Dr. Henderson questioned the 
value of Dr. Watt’s tests. 
Dr. Ivy Mackenzie also doubted the value of Dr. Wait’s 
tests. He stated that in over 100 cases he had not seen one 
case of complete recovery nor one of genuine alienation, 
Many cases were able to return to work. He had seen many 
children whem he would send to an asylum, but principall 
because they could not be looked afterat home. He exp 
doubt as to the probability of recurrence of infection. 
Dr. Leonarp Finpiay referred to the difficulty of diagnosis 
in many earl? cases, and stated that it was possible in many 


eases only after long observation. Like Dr. Mackenzie, he 


considered that there was no complete recovery in most 
cases. Many cases were only diagnosed from the sequelae, 
It was uncertain whether the late symptoms were due toa 
fresh outbreak or to the results of cicatricial contraction, 
There was never febrile disturbance. He considered Dr, 
Watt’s tests good and as proving tliat the children tested 
were inferior to the age at which the disease developed. 


SOME MEDICAL RARITIES. 


A MEETING of the Medical Section of the Royal Academy of 
Medicine in Ireland was held at the Royal College of 
Physicians, Dubliv, on November 24th, with the President, 
Dr. T. G. MoorneaD, in the chair. The President welcomed 
the Fellows and Members to the first meeting of the session 
and then delivered a short address on the principles of 
therapeutics. 

Sir Jomn W. Moore read two papers, one on xanthoma 
diabeticorum, and the other on myelogenous leukaemia. 


Xanthoma Diabeticorum. 

The first case was an example of intractable diabetes mellitus 
in a girl of 14 years. The disease had lasted nine months when she 
came under observation on February 20th, 1922. Occasional attacks 
of acidosis occurred, but yielded to treatment. A persistently low 
body temperature was a marked feature. It was not, however, 
until August, 1922, that the condition which lent unusual interest 
to the case supervened. On August 12th the girl’s mother reported 
that a ‘‘ rash’’ had broken out on her daughter’s elbows and knees. 
This consisted of crops of papules on the extensor aspect of the 
elbows and knees, and some of the papules showed a yellow 
coloration. A diagnosis of xanthoma diabeticorum was made, 
A photograph taken at the time showed the distribution of the 
‘‘rash’”? and also the extreme emaciation of the patient. Subse 
quently, similar papules developed in other regions of the arms 
and legs. Many of them became unhealthy—ulcerating and crust- 
ing in such a way as to suggest degeneration of some 
infection. Death ensued on October 8th. 


Myelogenous Leukaemia. - 

The second case was one of myelogenous leukaemia in a boy 
aged 11 years, who was exhibited at the meeting. His illness began 
about two months before admission, but acute symptoms, such a8 
violent pain in the front and the left side of the abdomen and 
transitory feverishness, set in only a fortnight before he came into 
hospital. Extreme prominence of the abdomen and lower part of 
the left chest proved to be caused by an immense spleen, smooth 
and firm. The differential blood count, on October 9th, showed 
red cells 3,200,000, haemoglobin 50 per cent., white cells ,000 

r c.mm., and myelocytes, large lymphoid cells, polymorphs, 
mast cells, and normoblasts were also present. The treatment 
consisted of the internal administration of liq. arsenicalis in 
3-minim doses, at first twice and later thrice daily, with galvanism 
to the abdomen and afterwards x-ray exposures. On November 3rd 
the leucocyte count had fallen to 300,0CO per c.mm. and the spleen 
had shrunk considerably; this was before the first 2-ray sitting, 
which took place on November 13th. On November 23rd t > blood 
count showed that the white cells had fallen to 185,000, a diminu- 
tion of about 38 per cent. 


Dr. Crorron said that in regard to Sir Johu Moore's 
remarks on insulin he had brought before the Academy i 
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imilar to that referred to». He wased 


inion that the let a \ 
Scitenl and was a most illogical proceeding. 


Sarcoma of the Kidney. 
Dr. Harvey described a case of tumour of the kidney, with 
recocious sexual development, which had recently been 
ae his care in the Adelaide Hospital. 
On admission, the patient, a girl of 24 years, had been having 
a1 menstrual periods for some nine months. She was & 
thin child of apparently normal mental for her 
aa but having well-developed breast, a tense and swollen abdomen, 
Py e growth of dark hair on the pubes, and external genitalia of 
. ae ly adulttype. The abdominal swelling was due to a large 
} deere oe the left side involving the kidney and suprarenal, and 
xtending across the abdomen. The temperature was subnormal, 
the ulse rate 100 to 120, the bowels confined, and the urine normal. 
The systolic blood pressure was 130, the diastolic 85. The red 
blood corpuscles numbered 6,000,000, the white corpuscles 5,000 per 
mm.; haemoglobin was 75 per cent.; colour index 0.7; Wasser- 
mene ‘wenctiee negative. The family history was healthy and the 
atient herself was a full-term child, but weakly from birth. X-ray 
Eamination showed no abnormality in the bony development. 
Mr.Gunn and Dr. Madill operated, but found the tumour incapable 
of resection. The child lived for some five weeks more, and died 
on October 17th, having wasted to a mere skeleton. She did not 


- seem.to have been in pain and her only symptom was a persistent 


made the t-mortem examination. The 


imbs were wasted to the last degree. The abdomen 
distended. Breasts measured 12 inches in diameter 
and were elevated above the surface. The nipples were 9/16 inch 
in diameter. The tumour occupied the greater part of the ab- 
dominal space, and weighed 6 lb. 1 0z. It was 104 inches in length 
by 6 inches in breadth; on the lower side was a cystic lobule 
3: by’ 34 inches. On section it was found to be composed of a 
brain-like substance, white in colour, with patches of canary yellow 
and streaks of green. It was loosely divided into lobules, and was 
very vascular. The attached lobule wasa cavity filled with a clear 
fluid mixed with blood. The smooth and shiny walls were partly 
tumour and partly connective tissue. In places in the brain-like 
mass kidney substance could be recognized. The thymus was 
practically non-existent, and the left ovary was cystic, while the 
right kidney was hypertrophied. Other organs appeared normal, 
but were reserved he further examination, microscopic and other- 
wise. A preliminary microscopic examination of the tumour 
showed it to be a very cellular and vascular sarcoma, 


Dr. Harvey exhibited photographs, lantern slides, post- 
mortem specimens, and a microscopic slide of the tumour. 
He stated that the further pathological examination of the 
case was proceeding. 

The PresipEnt recalled that Dr. Gordon Holmes had reported 
a case of 2 girl who up to the age of 16 was not abnormal; 
at 17a tumour developed in the abdomen; coincident with 
this, male secondary sexual characteristics appeared. The 
tumour was removed, the male characteristics disappeared, 
and the female ones again appeared. 

Professor Dr. and Dr. G. E. Nessitt 
also spoke, and Dr. Harvey replied. 


wo 


ARTHRITIS. 


AT a clinical meeting of the Devonshire Hospital Research 
Society, Buxton, held on December lst, the following cases 
were exhibited and discussed: 


1. A case of arthritis of the knee following 
& pedicure wound. The joint had been quite stiff but was gradually 
recovering movement. 

2. A case of generalized infective arthritis commencing at theage 
of 12 and now at 18 years of age showing a considerable degree of 
recovery. No cause had been discovered, but a tonsillar infection 
was suggested. 

3. A case of spondylitis deformans affecting the dorsal region in 
& young woman. The disease appeared to quiescent and the 
question of exercises or immobilization as a line of treatment was 
submitted for discussion. The general opinion was in favour of 
exercises of a suitable character. 

4. A case of multiple symmetrical arthritis probably of the 
nature of a periarticular fibrositis of twenty years’ duration. 
Recently small painful swellings had appeared round the joints 
lasting two or three days and disappearing suddenly. 

5. A group of cases of multiple arthritis affecting the larger 
joints with much oe and little pain and free movement. 

kiagrams showed marked erosion of the bones and no hyper- 

phic changes. One was of twenty years’ duration affecting 
elbows, knees, and wrists. The compe a@ weaver, worked at his. 
trade until quite recently. Another of five years’ duration worked 
as a craftsman in the army and subsequently at his trade in spite 
agthritis. The possibility that cases of this type (differing 
Nn Many ways from the more common type of infective arthritis) 
might be due to some specific organism was suggested, but 
venereal infections were excluded. 

6..A case of solid oedema of one leg extending to the knee of 
Seventeen vears’ duration, A scar above the knee marked the site 


of an abscess which had developed six years subsequent to the 
onset of the oedema. No cause could be elicited in the history or 
by clinical examination. 

_1. A case sent in as sciatica which proved to be acute tuberculous 
disease of the hip. The man was 30 years of age and had a similar 
attack at 18 but no trouble in the interval. He was treated by 
extension, dry cupping, and tuberculin. In the course of six weeks 
all pain disappeared, the temperature became normal and he was 
now about to be discharged on a Thomas’s splint. A skiagram 
showed that extensive absorption of the head of the femur had 
taken place. 

8. A case sent in on account of polyarticular gout of many eer 
standing. Three years ago the patient began to stammer and now 
had hesitating s h, coarse tremors of hands and tongue; he 
walked stiffly and had an aspect suggestive of Parkinson’s disease. 
Although the case was not typical this was regarded as the 
probable diagnosis. The reflexes were normal. 

9. A man of 36 who has had pains in his calves for ten years 
with gradual wasting. There were no sensory symptoms beyond 
the pain, no Babinski sign, and the knee and Achilles jerks were 
normal. He walked in a leaning forward position. No definite 
diagnosis was arrived at. 

10. A man of 25, admitted as a convalescent after rheumatic 
fever. He had mitral and aortic regurgitation and was shown on 
account of his blood pressure, which was 160 systolic and 0 diastolic. 
The cardiac sounds could be clearly heard over the radial artery, 
the sphygmomanometer marking zero. 


A general discussion took place on the cases. 


AT a meeting of the Bath Clinical Society held at the Royal 
United Hospital on December Ist, with the President, Mr. 
W. G. MUMFORD, in the chair, Dr. D. A. MITCHELL showed 
a case of chronic.osteomyelitis and one of chronic bursitis, 
Dr. V. M. COATES showed a case of cysticercus cellulosa, and 
Dr. J. §. LEVIS two cases of mother and daughter with fatty 
tumours inthe arm. Mr. A. L. FULLER exhibited a gall stone 
which had caused acute intestinal obstruction, also several 

.renal calculi and a large vesical calculus removed from the 
same patient. The PRESIDENT showed two specimens of 
kidneys removed for pyonephrosis. Dr. W. H. DUNCAN, in 
a@ paper entitled ‘‘ Notes on some common ailments,’ dealt 
with migraine and spasmodic asthma, and gave his ex- 
periences with regard to treatment. The paper was discussed 
by various members. 


_ A MEETING of the Aberdeen Medico-Chirurgical Society was 
held in the society’s hall on December 7th. The meeting 
took the form of a clinical evening, and a number of inter- 
esting cases were shown and discussed. Dr. GEDDIE showed 
a child, aged 153 months, with osteogenesis imperfecta. Mr. 
MITCHELL showed two cases of regeneration of the lower half 
of the femur after subperiosteal resection for acute septic 
osteomyelitis. He also showed a case of congenital club-foot 
corrected by manipulation, the position being maintained by 
insertion of a silk ligature from the fifth metatarsal to the 
anterior border of the tibia. Professor ASHLEY MACKINTOSH 
exhibited a woman, aged 53, with the appearance of myx- 
oedema; she had some interesting vascular and arthritic 
features, probably luetic in origin. Dr. A. GREIG ANDERSON 
showed a case, aged 22, of Milroy’s disease; the onset was at 
the age of 8, in the left leg, after an operation in the groin; 
the right leg became swollen at the age of 14. Mr. Greig 
Anderson also showed a case of lipo-dystrophia progressiva, 
with extreme wasting of the fat of the fac and the upper 
part of the body down to the pubes; the legs and buttocks 
were normally developed. Mr. WILLIAM ANDERSON showed 
@ case of subcutaneous rupture of the extensor communis 
digitorum. Sir H. M. W. Gray showed a case of tumour 
of right thigh for diagnosis; in his opinion it was pro- 
bably a lipoma. He also exhibited a case of arterio- 
venous aneurysm of the femoral artery and vein. Mr. 
F. K. SMITH showed a case, aged 27, where a tibial bone 
graft was used to replace the upper half of a humerus, lost 
over a year previously through osteomyelitis ; 7-ray photo- 

phs of various stages were shown, and the result was 
very satisfactory. He a'so showed a case of syphilitic 
ulceration of a breast in a woman, aged 65. Mr. Cott 
showed two cases for Professor MARNOCH: (1) Myositis 
ossificans of the left elbow in a male of 47 who had dislocated 
the joint eleven weeks previously ; (2) sero-cystic disease of 
the left breast of five years’ duration in a woman of 44, who 
twenty-five years before had been confined, but had no 
subsequent pregnancy and no dysmenorrhoea; three of the 
cysts had ruptured during the last five years, dischargin 
serous fluid, latterly blood-stained. Dr. SANDEMAN show 
a case of a young girl with calcinosis. Dr. CROLL showed 
a case of mediastino-pericarditis, and discussed the value 
of the various signs thought to indicate this condition. Dr. 
INNES showed two cases of dextrocardia, with transposition 
of viscera; three members of the family—two brothers and 
one sister—had the same condition. Skiagrams illustrating 
the condition were exhibited. 
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Rebietus. 


FLETCHER MOULTON. 
JoHN FLETCHER Moutton was born in 1845 ; he left school in 
1861, taking a scholarship at the matriculation examination 
of the University of London; after that for three years and 
a half he was a schoolmaster; in 1864 he graduated B.A. 
London and went up to St. John’s College, Cambridge, 
with a scholarship; in 1868 he was Senior Wrangler and first 
Smith’s Prizeman, and was elected Fellow of Christ’s College. 
All this before he was 23. In 1873 he was called to the Bar ; 
in 1885 he took silk; and for the next twenty-one years he 
was acknow!edged supreme in the line of practice to which 
he had devoted himself. In 1906 he was madea Lord Justice ; 
in 1912 a Lord of Appeal. He began his war work in 
September, 1914, and soon after it was finished died, in his 
sleep, on March 8th, 1921. 

Here is a brilliant career, but one which might be paralleled 
by the lives of many successful lawyers. The reason why he 
was asked to undertake certain war work is the reason why 
his biography,! written by his son, is of much interest to us of 
the medical profession. Moulton was not merely a quick- 
witted advocate who crammed up ascrap of science to conduct 
a case; he was himself a man of science, imbued with its 
spirit and understanding its methods. He got into big practice 
just at the time when science was becoming of first-rate 
importance to industry. Patent law and practice were cum- 
brous and antiquated; Moulton did very much to put them 
on a rational basis. His biographer writes of the difficulty he 
had in addressing judges “ wholly without scientific know- 
ledge,” who “often seemed to have neither the desire nor the 
capacity for appreciating scientific matters.” We would not 
care to go quite so far, and would prefer the more charitable 
explanation, at which the biographer hints, that their in- 
ability to understand was due to the defective education 
then given in the public schools. Nor would we agree 
that the evil has altogether passed away, or is wholly 
confined to judges. Mr. Fletcher Moulton was concerned in 


the inquiry which followed the establishment of the fact that 


beer from a certain brewery, the drinking of which had on 
medical grounds been shown to be associated with a set of 
cases of illness observed in Manchester hospitals, contained 
arsenic. This is how the biographer puts it: “The natural 
curiosity of the doctors and students led to a number of 
questions being put to the victims, including queries as to 
whether [sic] and what they drank, and it was found that 
they all drank beer and patronized certain public-houses, 
which were all found to draw their supplies from the same 
brewery.” We would like to have heard Lord Moulton on 
this, but we must not too severely blame his biographer when 
we find a writer in the chief literary review of the day, 
evidently learned and clearly desirous of being open-minded, 
speaking of science “in its broadest sense of the investiga- 
tion and interpretation of the experiences of human life and 
its environment, not only by our sense-observation, but also 
by our mental powers.” It is an odd platitude to find in 
such a place. 

Lord Moulton in the evidence he gave to the Royal Com- 
mission on experiments on animals (1906) rendered a great 
service to medicine by his masterly explanation of the value 
of the experimental method with special reference to its 
application in physiology aud pathology. He argued on the 
broadest lines, those applicable to every Nevsctanatt of science, 
and incidentally exposed the cruelty and inhumanity of the 
who call themselves antivivisectionists. Experiment, 

e said, was observation made under defined, limited, and 
exact conditions, and illustrated his point by a simile drawn 
from his own profession : 7 

‘* Experiment is like cross-examination ; you can put the question 
you want, and Nature always answers it. She does not answer the 
question you meant to put, she answers the question you did put. 
» . . She does not care in the least what you meant to ask, but 
she does care what you asked, and she answers it with perfect 
truthfulness. And the consequence is that when you adopt 
experiment the great experimenter can put a question the answer 

to which lets the whole secret out.” 

Lord Moulton again did valuable and valued service for 
medicine as chairman of what is now the Medical Research 
Council from its institution in 1912 until 1916, when the 
pressure of his war work compelled him to resign. In a 
notice on Lord Moulton’s life published in our columns 


1The Life of Lord Moulton. By H. Fletcher Moulton. 
Nisbet and Co., Ltd, (Demy 8vo, pp. 287; 8 illustrations. 


London: 
15s. net.) 


shortly after his death it was said that he brought to the 
.work of the Medical Research Committee in its 
critical year not only the general authority and support 
expected from an eminent man set to preside over a com. 
mittee of experts, but that “his familiarity not only with 
the content of scientific knowledge, but also with the dail 
realities of the laboratory and of the ward, greatly enriched 
and steadily guided his influence. ... Individual members: 
of the profession and many scientific workers drew encourage. 
ment and inspiration from the subtle play of his critical 
insight, given mage 4 in private talk or emerging with eas 
opulence among the catholic charms of his remarkable 
conversational powers.” 


THE DIAGNOSIS OF SOME RESPIRATORY 
DISEASEs. 

ProressoR EmILe SerGent’s book on diseases of the respira. 
tory system? does not aspire to be a comprehensive treatigg 
on pulmonary ailments, but is a series of monographs—the 
majority of which have already been published in the 
journals—dealing with various affections of the lungs, 
pleura, and mediastinum. It is a book by an eminent 
clinician written pre-eminently for clinicians. The first part 
opens with a study of the value of pupillary inequalities ip ° 
the diagnosis of pulmonary tuberculosis. Such inequalities, 
we are told, may be either apparent or latent; in the latter 
case they may be provoked by the instillation of atropine, 
In the majority of early cases of tubercle—especially those 
affecting the pleuro-pulmonary dome—a mydriasis occurs on 
the affected side, whereas-in chronic cases, owing to the 
destruction of the dilatory sympathetic fibres, it tends to 
be replaced by a myosis. The test is fully described and 
a warning given of several possible fallacies that may be 
encountered. A considerable amount of space is devoied to 
syphilitic affections of the respiratory tract. ‘There is a lon 
discussion on the diffcrentia! diagnosis between tubercle a 
syphilis, and the author shows how difficult it may be, since 
they are frequently associated in the same subject, to apportion 
the exact quantum of blame to each. There follows a section 
on the sequelae of chest wounds, in which it is said that it 
is uncommon for tuberculosis to follow on traumatism; the 
few cases in which this does occur are attributed move 
to prolonged hospitalization in a confined atmosphere with 
its associated loss of appetite than to the wound itself, 
Similarly with gas poisoning, tubercle seems to be quite an 
unusual complication ; the ordinary sequence in severe cases: 
is emphysema and broncho pulmonary sclerosis. Finally, 
the question of intratracheal injection is considered, and 
its possible value in combating pneumonia and _ plithisis 
suggested. 

the second part of the book deals entirely with radio- 
graphy. It is designed to instruct those who have been 
unable to study this branch of investigation, in the uses to 
which it may be put in the diagnosis of chest diseases. There 
is no question of technique; he writes not as a radiographer, 
but as a clinician. What can be learnt from screen examina- 
tion, what from plate photography, and what from the two 
taken in conjunction is fully considered. Particular stress is 
laid on interpretation. Fallacies are exposed in which too 
much has been expected, especially with regard to the nature 
of certain lesions. Cases are quoted in which a clear space, 
diagnosed by « rays as a hydatid cyst, turned out to be a 
neuro-fibroma, and in which “bullets” removed from the 
chest by the surgeon proved to be calcified nodes. The 
various portions of the chest, from the thoracic wall to the 
mediastinum, are dealt with in turn, the text being illustrated 
with photographs. The whole burden of this part is to show 
just how much is to be expected from x rays. They are to 
. used as aids in diagnosis; they cannot be permitted to 
take away the responsibility of the clinician himself. It is 
he who is the supreme factor, and he must use them —just as 
he uses the findings of the pathologist and the bacteriologist 
—as means wherewith to elucidate the problem before him. 
It is for him to interpret, and it is for him to correlate the 
results received. The book is written with all the freshness 
of one who is speaking from personal experience. Nothing 
is glozed over, and, even at the risk of banality, the funda- 
mentals of every argument are laid down, with the result 
that his clarity of expression is only exceeded by the interest 
of his subject. 


2Ktudes Cliniques et Radiologiques sur les Maladies de Appareit 
Respiratoire. By Emile Sergent. Paris; A. Maloine et Fils. 1922. (Imp. 
16mo, pp. 529; 47 figures. Fr. 2 ; 
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édeutique echnique Urologiques® 18 
tacaeasiae themselves with the very exact methods of 
examination and treatment that the advances of the last 
ten years have placed at the disposal of the urologist. A very 
brief inspection of the book is sufficient to show that the 
author has a real appreciation of the particular difficulties 
that the uninitiated ave likely to encounter during their 
course of apprenticeship; this appreciation has enabled him 
to produce a work which is eminently practical. Although 
the subject is treated with considerable fullness the book is 
not a work of reference, for it contains no bibliography, and 
is but little concerned with theory or pathology. 

In the first chapters methods of examination of the urine 
and of the various genital secretions are described. Then 
follows a description of instruments employed in the examina- 
tion of the genito-urinary system and how they are used. 
An account is given also of special methods of anaesthesia 
applicable to urinary surgery. Dr. Wiener is a partisan of 
epidural anaesthesia according to the method described by 
Cathelin. A good description of the technique of this some- 
what difficult proceeding is furnished, as well as that of high 
epidural anaesthesia according to the method of Schlimpert 
and Kehrer. Dr. Wiener recommends Cathelin’s method in 
such operations as incision of a prostatic abscess or perineal 
prostatectomy, in all operations on the penis and urethra, or 
in such proceedings as the closing of a perineal fistula, 
intravesical operations, and lithotrity. He a'so has found 
it of great use in the cystoscopic examination of irritable 
bladders—for example, those affected with tuberculous 
cystitis. 

vThe description of methods of examination and of treat- 
ment includes a discussion on renal function tests applicable 
to the investigation of surgical lesions, as well as to the so- 
called medical affections of the kidney. The author has 
indeed treated this subject in great detail, and may possibly 
be accused of having provided for his readers a meal that will 
prove too heavy for their digestion. Although our knowledge 
of renal function has certainly advanced in the last decade, it 
is not yet sufficient to permit of the use of exact mathematical 
formulae in estimating the worth of a kidney. The employ- 
ment of such constants as those of Ambard and Bromberg is, 
in our opinion, premature, although there is every hope that 
some day the activity of a kidney may be stated in figures. 
For this reason the chapter on renal function tests will be of 
— to — rather than to those seeking for a practical 
guide to urology. 

The final chapters of the book are concerned with the 
general symptomatology of urinary diseases, and are extremely 
valuable. To the section on haematuria has been appended 
a synopsis which furnishes the reader with numerous causes 
tle tract, and the methods by which 

1ey may be diagnosed. 

_ Dr. Wiener’s work is illustrated by diagrams and line draw- 
ings, and only where it is absolutely necessary have plates 
been introduced. The illustrations have been well chosen, 
and are a much better aid to an understanding of the text 
than the expensive plates and photographs with which some 
modern textbooks abound. 

In his preface the author expresses the hope that his work 
may assist medical men making use of methods which, except 
by specialists, ave as yet little practised. Although the stan- 
dard that Dr. Wiener sets is perhaps too high, and some of 
the chapters in his book beyond the reach of those not making 
a specialty of this subject, his book is one of the best guides 
to the technique of urology that has yet appeared. 


THE PHYSIOLOGY OF MIND. 
Dr. Francis X. Dercum has written An Essay on the Physi- 
logy of Mind‘ in which he endeavours to account for the 
psycho- physical organism on a mechanistic basis. The argu- 
ment of the book is directed against a “dual” conception of 
human existence, and the author's theory of life and mind is 
developed at length by bringing together a large number of 


_ interesting and significant biological and other data which 


8 Propédeutique et Technique Urologi. y 
z giques. By Dr. G. Wiener. Bruxelles : 
aes Paris: Masson et Cie. 1922. (Roy. 8vo, pp. 4:2; 153 figures. 


4 An Essay on the Physiology of Mind; An In 

os. Morphologicat, Physical, and Chemical Considerations. By 
eum, A.M., M. D., Ph.D., Professor of Nervous and Mental 
he Jefferson Medical College. Philadelphia and London: 

- B. Saunders Company. 1922, (Post 8vo, pp. 150. 8s. 6d. net.) 


serve to support it. Dr. Dercum regards the phenomena 
embraced under the term “mind” as in their essence physical, 
and he criticizes the tendency to view these phenomena as 
if they were altogether peculiar in character—as though a 
difference essential and intrinsic separated them by a wide and 
hopeless gap from all other phenomena of nature. For him 
the problem of life is merely one of chemistry and physics; 
and at the conclusion of the essay he expresses the view that 
the modern study of the atom, which reveals it to be but an 
expression of energy, indestructible, persistent, and unknow- 
able, has caused the difference between the old conceptions 
of “ material” and “ immaterial” to become obliterated. 

The author’s views are well and clearly expressed ; they 
are based upon many years’ thought, a rt knowledge, and 
much original investigation as a neurologist. At the same 
time it may be suggested that he tends to take a mechanistic 
explanation of life rather too much for granted. Af‘er all the 
view that the behaviour of living organisms is explicable on 
a purely physico-chemical basis is no more than an hypo- 
thesis, and one which some physiologists have found inadequate 
to account for the facts of life. 


NOTES ON BOOKS. 


WHAT one does not know after reading Dr. ATKINSON’S 
book entitled Lessons on Tuberculosis and Consumption® simply 
is not worth knowing. It is wonderful what he has succeeded 
in introducing. Written in a popular style for the average 
man, it deals with the problem of tuberculosis in a purely 
egocentric manner. The patient regards himself as the 
centre of the universe; he is taught to be entirely self- 
dependent; he is told everything: how to diagnose his dis- 
ease in the first place; how to select his physician; how to 
treat himself without one; how to arrange his cure; how to 
raise the foot of his bed when he has a haemorrhage ; how 
to get over the blues; how to feel up when he is duwn, and 
how not to feel down when he is up—everything, in fact, 
except perhaps how to prevent himself being thoroughly 
dangerous to others. Possibly the author is dealing with an 
exceptional audience—one strangely gifted with the sense of - 
discernment—and for this he has spared no pains in incul- 
cating the lesson of self-efficiency. Undoubtedly his inten- 
tions are excellent. But, as Mark Sabre might have said 
after much wrinkling and contraction of his funny little nut: 
‘*Oh, you sickening fool! I didn’t say I was sticking up for 
him; but I think [ see what he means.”’ 


The first edition of 4 Key to Health and Long Life (The 
Secret of Healthy Nutrition)® appeared in 1914, when the 
author, Mr. F. W. D. MITCHELL, was in his seventieth year 
and a quarter of a century after he had gone through the five 
years’ course for the qualification of the Conjoint Examining 
Board in England, the iinal examinations for which he was 
prevented from taking by the demands of other work. To 
the second edition little has been added, but in the preface 
attention is drawn to the suggestions for the detection and 
prevention of failures of gastric digestion, and it is stated 
that the author was the first defiuitely to trace auto-intoxica- 
tion to the miscarriage of the stomach’s functions. The 
thesis of this pleasantly written book is that indigestion is 
the root of all, or nearly all, the diseases which are not due 
to infection, and that an unwise diet is responsible for the 
dyspepsia. Too much emphasis is laid on a uratic deposit 
in the urine as proof of indigestion otherwise latent. 
Mr. Mitchell’s conclusions are better than his arguments, 
which are not always convincing to the medical reader, 
though they are fortified by a catholic use of quotations 
from various authorities; but if the public for whom it is 
more suited read and follow its directions the result will ba 
all to the good. 


Dr. WILLIAM BROWN has made a few minor alterations and 
additions in the second edition of his volume on Suggestion 
and Mental Analysis.7 In a short concluding chapter he 
emphasizes the importance of a sound knowledge of general 
medicine, and especially of neurology and psychiatry, if the 
psychotherapeutist is to be a reliable help to persons in 
mental difficulty. He points out that psychiatric experience 
is most desirable if mistakes are to be avoided, as the 
incipient stages of the psychoses are apt to show features 


5 Lessons on Tuberculosis and Consumption. By Charles E. Atkinson, 
M.D. New York and London: Funk and Wagaalls Company. 1922. 
(Cr. 8vo, pp. xii + 470; 21 illustrations. _ 2.50 dollars.) gtr 

64 Key to Health and Long Life (The Secret of Healthy Nutrition). By 
F. W. D. Mitchell, 1.8.0. Second revised and enlarged edition. London: 
W. Daniel Ltd. 1922. (Cr. 8v>, pp. 192. 6s. net.) 

TSuggest.on and Mental Analysis : An Outline of the Theory and Practice 
of Mind Cure. By William Brown, M.A., M.D.Oxon., D.Sc., M.R.C.P.Lond, 
Second edition. London: University of London Press, Lid. 1922. 
(Cr. 8v0, pp. 172. 3s. 6d. net.) 
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in common with “nervous breakdown.” The first edition 
contained a passage in which it was implied that the 
subjects of melancholia were susceptible to therapeutic 
suggestion, As such a view does not harmonize with the 
experience of most psychiatrists, we feel that Dr. Brown 
has wisely substituted the more indefinite term ‘‘ depression ”’ 
for ‘‘ melancholia ”’ in the present volume (p.111). We observe 
an additional sentence on page 104 in which the author 
expresses the view that the increased suggestibility of light 
hypnoidal conditions may be utilized for the treatment of 
backward children. Since the treatment and diagnosis of 
these cases present problems of considerable difficulty, it 
might be well that in his next edition Dr. Brown should 
give some details of cases treated by suggestion, with a 
record of the progress made. : 


Our Unconscious Mind and How to Use It,8 by Mr. FREDERICK 
PIERCE, provides a popular account of the principles of the 
psychology.”’ ‘the aims of the writer are practical, 
and a chapter on advertising and selling introduces a some- 
what new feature. The author describes good advertising as 
‘the active association of one’s goods with an acquisitive 
complex already existing at the unconscious level; and a 
definite avoidance of all associations which can entail resist- 
ance.’’ The chapter contains some sound common sense, 
but the thought of a psychologist-salesman is somewhat 
alarming. 


Messrs. T. J. and J. SMITH are well-known makers of 
diaries of many different kinds. Among some samples the 
firm has sent us the a is rather over a foot long, 
8 inches wide, and an inch thick; the smallest is 3} inches 
long, 24 inches wide, and a quarter of an inch thick. We are 
glad to see that the firm is developing what we believe to be 
& very convenient feature—namely, to give a separate page 
to every day; this is accomplished in some of the smaller 

ket diaries as well as in an octavo volume for the desk 
called the Official Diary. The prices of ‘such pocket diaries 
vary from 1s. 6d. to 6s. 6d., the latter being for a pocket diary 
in four quarterly parts. Loose-leaf pocket diaries are also 
supplied. Another desk diary (No. 23) is a quarto volume, 
three days on a page, arranged for half-hourly appointments 
- from 9 a.m. to 7.30 p.m. The paper used in all is gocd. The 
bindings are of various types. Finally, we may mention 
Smith’s Medical Visiting List,9 which has many points to 
recommend it tothe medical man. Its main section is devoted 
to a well-arranged visiting list (for 25, 50, 75, or more patients, 
in different editions of the volume) and a journal, with 
adequate space for obstetric engagements, addresses of 
patients and nurses, and for notes of books, instruments, 
and other things lent. There is a table for calculating the 
period of utero-gestation, a list of the principal poisons and 
their antidotes, a compendium of the doses of many drugs in 
common use, and some useful notes on professional fees, 
ee the fees legally claimable by medical men in courts 
of law. 


8Qur Unconscious Mind and How to Use It. By Frederick Pierce: 
London: Kegan Paul, Trench, Trtibner, and Co. 1922, (Demy 8vo, pp. 323: 
8 figures. 103. 64. net.) 

9 Smith's bhysicians’ and Surgeons’ Visiting List, Diary, Almanac, 
and Book of Engagements for 1923. Seventy-seventh year. London: Hazell, 
Watson, and Viney, Ltd. 1923. (No. 24, cloth, &s.; morocco, lls.) 


THE STANDARDIZATION OF SERUMS. 


A YEAR ago a conference was held in London, at the instance 
of the League of Nations Health Committee, to discuss the 
standardization of serums and serological tests. An account 
of the work it did was published in our issue of December 
24th, 1921 (p. 1080). The subject is of considerable practical 
interest, but the details of the laboratory methods of 
standardizing the serums and tests are highly technical. 
For this very reason it is important that standardizations 
should be fixed by international agreement, so that a practi- 
tioner when using a serum may be confident that it is of the 
strength of previous specimens he has been in the habit of 
using. When the conference came to an end last year it was 
decided to hold another, and this took place from November 
20th to 25th at the Pasteur Institute, Paris, Taking the 
subjects in the order in which they were dealt with last year, 
we give the text of the resolutions adopted in Paris. 


DIPHTHERIA. 

The Committee accepted the proposal contained in Dr. Madsen’s 
report on the Geneva Conference that the Ebrlich standard unit 
should be Sealy considered as the international standard for the 
measurement of the diphtheria antitoxin, and that, in order to 
eusure that the serums used as standards by the various States 

ave identical titre, the Sero-therapeutic State Institute of 
enmark should arrange for comparative studies of such serums 
bo be carried out every year. - 


The present conference adopted the following resolutions: 


1. The Ehrlich unit having once been adopted as the inter. 
national unit, it would be very desirable to induce firms in all 
countries to supply phials containing uniform quantities of 
antitoxic units for preventive and therapeutic injections, 

2. An inquiry should be made with a view to ascertainin 
the quantities of antitoxic units at present contained in the 
phials offered for sale. ‘ 


The Health Committee of the League of Nations will ask the 
various institutes and firms for samples and will report on the 
inquiry at a later session. 


TETANUS. 
The last paragraph of Section 3 (tetanus) of the Geneva Confer. 
ence resolution was modified to read as follows: 


The decision of the Geneva Conference implies the necessity 
of further experiments in order to define in detail the technique 
ed = a for the titration of antitetanic serum with the new 
standard. 


The decision referred to was the adoption in principle of a new 
international unit. Asa preliminary step the ratios of the units 
now employed in America, Germany (new), and France were 
determined as 50, 100, and 2,500 respectively. 


ANTIMENINGOCOCCUS SERUM. ; 
In order to secure a uniform international classification and 
nomenclature of meningocccci, it was resolved: 


1, That an interchange of meningococcus cultures and mono- 
valent antimeningococcus serums be made between the 
different laboratories. Cultures representative of the different 
types will be selected by the different laboratories, and mono- 
valent serum prepared in animals from each of these cultures, 

2. That the classification of meningococci should be based 
as far as possible (1) upon a primary division into groups to be 
designated by numerals—for example, I, II (according to the 
present classification of Gordon)—and without prejudice to 
other groups which may be recognized later; (2) upon a 
subdivision of the main groups into subgroups or types to be 
designated by letters, and the numeral of the main group 
under which they are to be classified—for example, Ia, IIb, etc. 


The primary division into groups is to be based upon agglutina- 
tion alone. The groups —— cultures which are agglutinated 
similarly in high dilution of monovalent serums which are rela- 
tively free from from heterologous agglutination. The secondary 
division into types is to be based upon distinctive characters as 
determined by the results of both the agglutination and absorption 
tests with monovalent serum. Cultures which cannot be accurately 
identified should be classed under xX. 

It was further resolved that for the study of the standardization 
of therapeutic serum— 


1. A new series of tests shall be made with monovalent and 

lyvalent serums, with respect to their comparative content 
y agglutinins, amboceptors, opsonins, and antitoxins. The 
serum used shall be collected at different intervals after the 
last injection. The serum must be obtained from the horse and 
must not be heated. Precise information must be given 
regarding the method of preparation, tle date of bleeding and 
the presence of antiseptic and, if possible, of the therapeutic 
action of the same serum on human cases of meningitis. So 
far as possible the same culture shall be used for immunizin 
the horses and for testing the serum. Only meningococc 
obtained from the cerebro-spinal fluid of cases of meningitis 
shall be used for this study. ; 

2. Studies be made of the effect of heat, especially tyndalliza- 
tion (56° C. for one hour during three successive days), on the 
properties of the serum. 

3. Careful studies should be made of the immunological 
reactions with the meningococci recently isolated from cases 
of meningitis in which the serum has not been effective. 

4. The exchange of cultures and serums should be made 
through the medium of the Central Iustitute at Copenhagen. 


ANTIPNEUMOCOCCUS SERUM. } 

1. The classification of pneumococci into different serological 
types is fundamental! for all further researches on serum —— 
vaccination, and and the three chief types—l, 
and III—defined by the workers of the Rockefeller Institute as 
standard types for international purposes were accepted; strains 
not conforming to any of the above three types should be classified 
provisionally in a group ‘‘X.” As pneumococci in certain circum- 
stances may undergo change in their immunological characters, 
the classification of the types for epidemiological purposes should 
be based upon the agglutination reactions with freshly isolated 
strains, cr preferably upon the results of the test with the 
peritoneal exudate of a mouse injected with sputum or other 
material taken directly from the patient. 

2. With regard to the distribution of the types of pneumococei 
in different parts of the world the wish is yey ce that, in 
addition to further researches in Europe and the United States, 
es along the same lines should be undertaken in 
tropical and other countries where the climatic and social con- 
ditions differ widely. Primarily, cases of lobar pneumonia should 
be studied, but observations on other forms of pneumococcal 
infection should also be recorded. 

3. A study of the therapeutic action in the treatment of early 
cases of pneumonia should be made with antipneumococcus serum 
which has been carefully titrated and found to be — protective 
for mice. The investigation should be made only in institutions 
fully equipped for such a purpose. 
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4. Without expressing & treatment of pneumonia, the test by 


controlled by standard serum, affords 


a basis for the internati 
peutic serum may be t 
eritoneally a fixed quaD 
highly virulent broth culture 


of at least 0. 

i ae should be made into the mechanism of 

recovery from 

pneumococcus serum. 
treptococcus serum is desirable. : 

agglutinating and standard therapeutic 
serums are to be supplied by the Central Institute of Copenhagen. 


DYSENTERY. 
The following resolutions were adopted : 
i ssary to continue the experiments in order to 

Pe aa ones of the animal to be used for standardiza- 
tion of antidysentery serum. These tests should be carried 
out comparatively on rabbits weighing 1,500 to 1,600 grams 
and on white mice weighing 15 tol6grams. 

2. The substances to be compared are liquid toxin, solid 
toxin (Wellcome), and microbes killed by heat. (a) Liquid 
toxin will be prepared by each laboratory with a culture of 
toxic Shiga which will be supplied by the Pasteur Institute 
—namely, the filtrate of a twenty days’ old culture on peptone 
broth (Chapoptant’s peptone) grown in litre flasks containing 
500 c.cm. of liquid with an alkalinity Py 7.4. (b) The solid 
English toxin will be supplied by the Wellcome Laboratories. 
(c) fhe microbes killed by heating at 56° for one hour and 
dried in vacuum will be supplied bythe Pasteur Institute (agar 
culture emulsified in physiological salt solution). The effect 
of subcutaneous, intraperitoneal, and intravenous injections 

3. It is not necessary in making the tests to discriminate 
between the anti-neurctoxic and the anti-enterotoxic pewer of 

serum. 

a The titration of serums will be carried out by a mixture 
of toxin and serum, after thirty minutes’ contact at laboratory 
temperature. 

5. It is not necessary to seek to give the serum an anti- 
infectious power as distinct from its antitoxic power. 

6. It would be of interest to test on man the power of mono- 
valent serums (anti-Flexner, anti-His, etc.) against homologous 
strains of dysenteric organisms. 


NOTES ON SMALL-POX. 


BY 


W. McCONNEL WANKLYN, B.A.Cantas., 
M.R.C.S., L.R.C.P., D.P.H. 


Outlook. 
At the time of writing (December 8th) small-pox in London 
appears, generally speaking, to be checked. The total cases 
to date are 62 with 20 deaths. No further cases have been 
reported from Lambeth, Bermondsey, or Poplar, and the rest 
of London is apparently free. 

There is thus a welcome lull, due mainly to effective 
medical team work in countering the disease, so that it finds 
more difficulty in gaining headway than formerly was the 
case. That is the true explanation of the phenomenon which 
at first may seem puzzling—namely, that small-pox appears 
not to be able to “get going” in London; and it is also the 
reason why no cases were reported during the last fortnight 
in spite of the previous sharp outburst. It is not the case that 
small-pox is a feeble thing which dies out of its own accord; 
the fact is that at present it is a formidable menace; but so 
far the counter-work has been too good for it. Only so far 
—the effort needs to be kept up, if only because of the dis- 
quieting fact that five of the recent foci have their origins 
unaccounted for; and the infection which started them ma 
have started other foci still latent and shortly to burst ou 
Danger, therefore, is far from being past. 


The Poplar Outbreak. 
The suggestion that the recent Poplar outbreak consisted 
of a few dropping cases or an insignificant group in an area 


‘remote from and unconcerned with the rest of London, and 


that therefore the whole occurrence was trivial, is not in 
accordance with the facts. It is correct to say that there 
was a compact institution of about 1,000 souls, in which 
nearly all concerned were in the freest communication with 
the surrounding neighbourhood and were susceptible to 
small-pox; the institution actually overlooks the docks, the 
part of Poplar in which it is situated being essentially a 
Seaport town. In surveying the position beforehand this was 


regarded as a notable danger-spot for the rest of London, and 
in the event of an outbreak there was strong reason to expect 
very little assistance from vaccination, owing to the fact that 
the local authorities and many of the inhabitants were 
strongly opposed to that prophylactic. The general position 
may be gauged from the fact that in respect of about 4,500 
children born in that borough in.1921 returns of successful 
vaccination had been received for about 1,000 only. Such 
were the admitted facts of the position. 

This being the case, in this institution on October 13th a man 
fell ill of small-pox; he had the rash on October 15th ; it was not 
recognized. This was the earliest case that eventually could be 
heard of; it is possible there was in the vicinity of the institution 
another undetected case with whom some of the inmates came 
in contact on and after October 10th. Be that as it may, till then 
the institution had a clean bill as regards small-pox. e above- 
mentioned man moved freely about the institution: between 
October 15th and 28th, with such effect that, so far from the 
infection being the feeble thing which it has been represented to 
be, during the week-end October 28th to 30th the institution and 
immediate neighbourhood was found to be variolously ablaze, 
with 25 casés of sma!l-pox. 

London and its neighbourhood were most gravely menaced, 
if only from the fact that there had been discharged from the 
institution, since the first case had begun to infect those 
around him, a large number of the inmates; and from 
the fact that the various contacts comprised the following 
different classes of people : 

(1) Other inmates remaining in the institution; (2) recently. 
discharged inmates; (3) visitors to the inmates ; (4) persons outside 
who had been visited by them; (5) medical and nursing staff; 
(6) scrubbers and other attendants; (7) porters and other male’ 
ward staff; (8} occasional visitors to the wards, such as guardians 
and chaplains; (9) other staff, such as engineers, laundry hands, 
and others. Many of these persons had their 1 omes within a mile 
or two of the institution, and there was the best reason to consider 
the whole of that area as potentially dangerous. 

When the first five cases were discovered, on the morning 
of Saturday, October 28th, and it suddenly became apparené 
that the institution was already plentifully sown with infec- 
tion ; when all preventive measures had suddenly to be planned 
and started between 11 a.m. and 12.30 p.m. on a Saturday, 
when normal departmental activity ceases till the following 
Monday, though fire and small-pox do not: it is in strict 
accord with the fact to say that London at that moment was 
threatened with a catastrophe of appalling and almost un- 
exampled gravity, likely to rival some of the worst epidemics 
of the past in expenditure of human life and treasure. 

No one who was present is likely to forget the scene of 


consternation when the actual position was realized; nor the 


manner in which the emergency was faced and tackled, until 
in the end, after twenty-four hours of intensely strenuous 
work, it was completely mastered; so that then it was 
definitely said that, in spite of a score of cases scattered 
throughout that crowded and susceptible community, and 
in spite of large numbers of that community having been 
intimately exposed to infection, no further cases would occur 
in the institution after Wednesday, November 8th—that is, 
the short period of eleven days after the first discovery of the 
small-pox cases. Such in fact was the actual result, due of 
course to the preventive measures which lad been taken. 
These were effected with remarkable promptitude—a triumph 
of combined team work on the part of all concerned; of 
which, while everyone did his utmost and no one seemed to 
lead, it should be said that the actual orders were given by 
the chairman of the House Committee, who was constantly 
on the spot—an English working man, formerly a stevedore, 
whose sagacity and courage, guided and fortified by 
medical advice and support, were primarily respon- 
sible for retrieving a desperate situation. Formerly a 
convinced antivaccinator, he now took fairly into account | 
phenomena of which he had had no previous experience; he 
witnessed the condition of the small-pox patients both at the 
institution and at the Small-pox Hospital, where he specially 
visited them; as a result he himself was vaccinated and 
influenced many others to adopt the same remedy. Like 
other antivaccinators whom the true facts have neverreached, 
he honestly revised his attitude in regard to this question as 
soon as the facts came home to him. ; 

These are some of the reasons why, to the surprise of many 
good judges, the Poplar outbreak ‘fizzled out.” Why was it 
possible to achieve this result? The answer is, because the 
position had been well studied beforehand; because the 
previous quiet period had been fully and unceasingly occupied 
with advance preparation to meet any such emergency as did 
in fact arise. When, therefore, the crisis came, it was possible 
promptly and decisively to meet it. 


f 
1 in mice either by injecting intra- 
g ; (0.2 c.cm.) of serum mixed with 
in ranging from 0.1 c.em. to 
ing smaller and varying quantities 
4 (6.001 or 0.0001 c.cm.) of serum intraperitoneally, and three hours 
later @ moderate dose of culture—for example, 0.000lc.cm. The 
virulence of the culture should be such as to kill mice in doses 
i . 
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_ THE PROGRESS OF PSYCHIATRY. 
WE are glad to be able to report another piece 
‘of evidence showing the progress which is being 
made in the study of psychiatry and in its teaching. 
Sir Frederick Mott, M.D., F.R.S., has been ap- 
pointed Honorary Director of the Pathological Labora- 
tories of the Birmingham City Mental Hospitals, and 
lecturer in the University of Birmingham on morbid 
psychology. Sir Frederick Mott has undertaken to pay 
frequent visits to Birmingham in order to superintend 
the work of the laboratories and to give the necessary 
lectures. A whole-time assistant director will be ap- 
pointed, and the necessary laboratory attendants will be 
provided. The laboratories will at first be at Hollymoor, 
one of the city mental hospitals, but it is antici- 
pated that eventually the University will be able 
to find space for them in the university buildings. 
This is considered very desirable, in order that the 
staff of the psychiatric laboratory shall have the 
advantage of working side by side with other patho- 
logists. It is hoped to associate with the scheme 
in Birmingham the various mental hospitals in the 
Midlands, and thus to establish scientific investigation 
of mental disorders on a firm basis in that important 
part of England. The University, we understand, con- 
templates the establishment of a diploma in psychology 
which it will be open to medical members of the stafts 
of the mental hospitals in the Midlands to take. The 
Birmingham scheme will be managed by a board con- 
sisting of five representatives of the University, five 
persons nominattd by the committees of the mental 
hospitals (two medical superintendents and three lay 
members), with Sir Gilbert Barling, Vice-Chancellor of 
the University of Birmingham, as chairman. | 
In a recent essay’ Dr. Damaye, a French physician, 
has suggested that the ideal to be aimed at is to bring 
every mental hospital into close relation with a general 
hospital. Fortunately, in this country several schemes, 
besides that at Birmingham, have been framed to attain 
the ideal. So recently as November 18th (p. 995) we 
| were able to describe a scheme for a co-operative clinic 
i || in connexion with the Middlesex Hospital and St. Luke’s 
| Hospital. Under it two new wards, for ma'e and female 
patients, will be provided at the Middlesex Hospital, and 
the cases will be treated by the members of the medical 
staff of St: Luke’s Hospital and nursed by its trained 
i mental nurses. In addition, there will be a special out- 
patient clinic dealing with borderland cases. Such a 
scheme as this, when in full working order, should exert 
a far-reaching influence and do much to further the 
study of psychiatry. 

Of late a great deal of progress has actually 
been made, especially in regard to the teaching of 
psychiatry. A few years ago, save at a small number 
of asylums, the medical officers received no instruction 
and received no encouragement to take a scientific 
interest in their cases. At the present time, however, 
there are a number of centres where instruction in 

i psychiatry and allied subjects can be obtained, and 
a the majority of universities grant diplomas in psycho- 
— logical medicine. A teaching centre such as has been 


' Le Médecin devant Uassistance et l’enseignement psychiatriques. By 


Henri Damaye. Paris: A. Maloine et Fils. 1922. (Cr. 8vo, pp. 123. Fr.5.) 


established at Birmingham acts as a constant stimulus. 
to the group of asylums with which it is connecteg 


and will have the effect of preventing that lack of 
life and vigour liable to be observed in an instity. 
tion deprived of external sources of inspiration. Jt 
will send out medical officers thoroughly equipped with 
specialized knowledge, and alive to the medical interest 
of the work they will undertake; it will organize and 
encourage research work ; and it will enable the medical 
staffs of the asylums to keep in constant touch with the- 
latest developments in psychiatry. In these ways an 
atmosphere of enthusiasm will be maintained, and the 
strictly medical aspects of asylum work will be kept 
constantly in the foreground. Those teaching centres 
which are now in existence have already exerted a per- 
ceptible influence, but more are necessary, and at the 
very least there should be one in every university town 
in the country. 

Psychiatrists of all countries are faced with similar 
problems and difficulties to those which exist in our own, 
and in some cases the facilities abroad for the treat- 
ment of mental disorder are less favourable than those 
found at home. Dr. Henri Damaye, who is an asylum 
physician, sets forth in his frank essay the state of 
psychiatry in France and the actual provision made for 
the treatment of mental disorder. The author writes as 
a psychiatrist and addresses the medical profession as 
a whole, because he feels that the latter should be 
aware of the defects which exist in the asylum 
system. He considers that psychiatry is in its infancy, 
that it is scarcely recognized as a specialty, and 
has little to offer its disciples but a career in asylums 
which are badly adapted for scientific research, and do 
not provide the intellectual stimulus which a doctor 
requires to prevent stagnation and inertia. He feels 
that a common effort is necessary to remedy the defects 
which exist and to procure the facilities for treatment 
and teaching which are at present lacking. A somewhat 
depressing picture of the asylam world is drawn, and 
we gain the impression that psychiatry in France 
is almost completely isolated from other branches of 
medicine. There is, of course, a strong impulse in the 
direction of reform, just as in this country, which has 
found expression in the formation of La Ligue d’hygiéne 


mentale, and, no doubt, much that Dr. Damaye at present 


deplores will soon be remedied. His essay will probably 
be a factor in hastening reform, and with his main thesis 
we are in complete agreement. 


Dr. Damaye insists that the reason why psychiatry is , 


in a backward and stagnant state is that it is too isolated. 
It should not be the exclusive domain of asylum doetors, 
for the whole body of medical knowledge needs to be 
applied to mental disorder. In support of this view the 
author quotes the dictum of Séglas, “que de tous les 
spécialistes le psychiatre est celui qui doit étre le moins 
spécialisé.” At present he finds psychiatry almost 
entirely divorced from contact with medicine as a whole, 
and he makes some constructive suggestions for 
bringing it into organic union with general medicine 
and its biological methods of investigation. The views 
of most psychiatrists wou'd be in harmony with this 
doctrine, though they realize, perhaps better than others, 
that much has yet to be done before the ideal can be 
reached. In particular they will, we believe, as a body 
accept the view that special arrangements shou'd be 
made for the treatment of cases of mental disorder in 
their earliest stages. Sir Frederick Mott has suggested 
that a mental hospital should have outside its precincts 
a separate house or villa where patients could be treated 
on ordinary hospital lines without certification, and 
where the physicians would have the advantage of 
adequate laboratory assistance. The scheme wou d also 
include a convalescent home somewhere else, to which 
patients could go when approaching recovery. 
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Although much remains to be done, it may, we think, 


i n the whole definite progress is being 
this “country on thoroughly sound lines. The 
isolation of psychiatry from medicine, of which Dr. 
Damaye complains, is gradually becoming a thing of 
the past, and the career of the young psychiatrist should 
in the future afford him much greater opportunities for 
definite medical work than it has in the past. He will 
tend to become far less of an “ officer” and much more 
of a doctor. As Dr. Damaye observes, however important 
administrative functions may be, nothing should be 
allowed to deflect the interest of the asylum physician 
from his primary function—namely, the medical treat- 
ment of his patients. 


TREATMENT OF TRYPANOSOMIASIS. 


of papers have been published during the last 
Phe Journal of Experimental Medicine’ 
describing a search for an efficient chemotherapeutic 
agent for the treatment of sleeping sickness. The 
inquiry, begun in the laboratory, was afterwards applied, 
with encouraging results, in the treatment of patients, 
The first paper to which we refer was that by Jacobs 
and Heidelberger, published in 1919 ; in it they described 
a new trypanocidal remedy, N-phenylglycinamide-p- 
arsonic acid— 


\CH2—NH (CeHi) 
Nou 


This substance, which is a pentavalent arsenic compound 


and a derivative of atoxyl, has been termed for con- 
venience “tryparsamide.” Its toxic and trypanocidal 
actions were investigated by Brown and Pearce in 
laboratory animals. They found that it had a very low 
toxicity for animals; for example, the minimal lethal 
dose for mice on intravenous injection was over 2 grams 
per kilo, which is about one-twentieth the toxicity of 
salvarsan. Toxic symptoms occurred only when doses 
near to the minimal lethal dose were given ; the recovery 
of animals from sublethal doses was rapid and complete, 
and repeated administration produced little cumulative 
action. Tryparsamide proved to be only slightly irritant 
and could be given intravenously, intramuscularly, intra- 
peritoneally, or subcutaneously. 

It was found to have a satisfactory trypanocidal action— 
for example, the minimal curative dose given intraven- 
ously to mice infected with Trypanosoma brucei was 
0.2 gram per kilo, which gives a ratio between curative 
and lethal doses of 1 to 10. This ratio compares favour- 
ably with that of atoxyl, where a ratio of 1 to 4 has been 
obtained (with 7. equiperdum in rats). On the other 
hand, salvarsan (also with 7’. equiperdum in rats) gives 
a ratio as high’as 1 to 37. 

The action of tryparsamide in causing the death of 
various trypanosomes in mice, rats, rabbits, guinea-pigs, 
and monkeys was determined ; favourable results were 
obtained; the drug was found to have a strong curative 
effect upon infections of 7’. gambiense (the sleeping sick- 
ness parasite) in rabbits. Less favourable results were 
obtained with 7. rhodesiense (the parasite of Rhodesian 
sleeping sickness). Tryparsamide had no very marked 
curative effect upon spirochaetal infections in rabbits. 

These experimental results suggested that the drug 
would be a valuable remedy for sleeping sickness, and 
Dr. Louise Pearce continued the research in Leopoldville, 
Central Africa. Ninety cases of sleeping sickness were 
treated with tryparsamide—55 were early cases, with no 
Involvement of the central nervous system, and 35 were 
ate cases in which the central nervous system was 


wor gees and Heidelberger, vol. 30 (1919), p. 411. Brown and Pearce, 


1919', pp. 4:7, 437, 455, 483; . ; 


involved. About 2 grams of tryparsamide were found to 
be an efficient and safe intravenous dose, although doses, 
as high as 7 grams (0.112 gram per kilo) were given 
without ill effects, A single dose caused the trypanosomes 
to disappear from the glands and from the blood stream 
within twenty-four hours in every case. Twenty-one 
cases were followed up: 12 of these were found to relapse 
within fifty-eight days; in one case, however, no relapse 
occurred during as long a period as 111 days. These 
results were considered to show that the drug had a 
powerful curative action upon early cases of trypano- 
somiasis, but that repeated doses of the drug were neces- 
sary to prevent relapses. In advanced cases treatment 
with repeated injections of tryparsamide caused a rapid 
diminution in the number of cells in the cerebro-spinal 
fluid, and this was accompanied by marked mental and 
physical improvement. In seven out of ten advanced 
cases, previously treated unsuccessfully with atoxyl and 
tartar emetic, there was marked improvement. ; 

The investigations are too recent to permit any pre- 
diction to be made as to the ultimate therapeutic value 
of tryparsamide, but-the results recorded suggest that 
the drug is an advance in the treatment of sleeping sick- 
ness, and may prove useful. Tryparsamide injections 
caused no untoward effects in the early cases of sleeping 
sickness ; in nine of the advanced cases, however, the 
injections were followed by marked impairment of 
vision, but in six of these the effect was only temporary. 

The strong trypanocidal action of tryparsamide is 
interesting, since the pentavalent arsenic compounds 
were the first organic arsenicals to be used as trypano- 
cidal agents. Ehrlich’s search for an agent to produce 
therapia sterilisans magna led to the pentavalent com- 
pounds being neglected in favour of the more potent 
trivalent arsenic compounds; it now appears very 
doubtful whether therapia sterilisans magna is a possible 
ideal, and it is well that the effects of the less active 
pentavalent compounds should be once more explored. — 
The whole series of papers form a record of a finely 
conceived and organized research, commencing in a 
chemical laboratory in New York and carried right 
through to the final clinical tests in Central Africa. 
The execution of such a series of investigations has 
only been made possible by the support of the Rocke- 
feller Institute. 

The trypanocidal dye, Bayer 205, was recently men- 
tioned in these columns, and it will be interesting to see 
whether Bayer 205 or tryparsamide will prove the more 
efficient agent for combating sleeping sickness. It is 
a curious accident, shall we say, that the two most 
important recent trypanocidal agents should come, one 
from Germany and the other from the United States, 
though neither possesses African colonies. Yet such 
remedies are of vital importance to countries with 
African possessions. 


EPIDEMIC MALARIA. 
Tue epidemic of malarial fever in central and southern 
Russia, to which brief reference was made last week, should. 
be cleared of one fallacy at least: the present Bolshevik 
administration of the country cannot be held responsible for its. 
outbreak or its spreading, for exactly the same phenomena 
occurred in the same Russian provinces in 1897, and accounts 
were telegraphed to the same newspapers in almost the same 
words. Great epidemics and pandemics of malaria are 


indeed a large part of its history, and have furnished most 


of the experiences of the profession on intermittents in 
general. For example, all Sydenham’s cases came from the 
London epidemics, which occurred as episodes in his practice 
at intervals of as long as a dozen years; and Talbor, the 
great ague curer of the time, candidly admits that he studied the 
disease at a village in the Essex marshes, and came to London 


to practise on it in Chancery Lane. Perhaps the best of many 
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good chapters in Hirsch’s great work is the hundred or more 
pages on malaria. Hirsch delighted in a complex problem, 
with ever so many factors in it, which he was in duty bound 
to set forth with scrupulous fairness, with something of the 
large tolerance of his celebrated co-religionist, Nathan the 
Wise. ‘Those who possess the New Sydenham Society’s 
edition of the handbook, in the: fluent English of Dr. 
Creighton, will be surprised, on turning to the malaria 
chapter, at the enormous mass of well-authenticated facts 
which Hirsch has brought together from his vast library of 
30,000 volumes, at his power of marshalling his authorities 
and of bringing them to bear upon the several points, and 
at his systematic digest of so various data. On the great 
epidemics and pandemics his conclusion is, ‘‘ They correspond 
always in time with a considerable increase in the amount 
of sickness at the endemic malarious foci, whether near or 
distant.” But the assumed endemic increase cannot, of course, 
be proved by figures, and it is not easy to imagine how its 
momentum is transformed into an epidemic wave. There 
was a remarkable instance in India in 1902 in the United 
Provinces. In that year bubo-plague was almost in abeyance, 
but the mortality from intermittent fevers more than filled 
the gap; when the figures were examined it was found 
that the weekly tales of deaths came from the very same 
villages as the plague deaths in the years before. The 
diagnosis was accepted as correct by the authorities at 
Lucknow, and the Governor, Sir John Prescott Hewitt, 
drew attention to it in his annual review of the public 
health. The fevers in Agra and Oudh that year caused the 
enormous total of over a million deaths, so that they were 
truly epidemic in all places, without anything to account 
for them, so far as appears, save the correlation with 
plague. The endemic malarious foci were, of course, there; 
and they had become steadily worse. At a village not 
far from Agra there is a small pond; near it is a hut in 
which is kept a notebook, with pen and ink, for remarks; 
the Sanitary Commissioner, at a recent visit, had written 
in it: ‘Mosquitos do not seem to breed on the surface of 
this pond.” Meanwhile the level of the water had risen 
several feet, owing to the too liberal libations on the 
ground from the irrigation canals of half a century before. 
Some forty or fifty years ago the progressive water-logging 
of the soil, with the corresponding increase of malarial 
disease, was a common subject of complaint in the reports 
of sanitary inspectors. Now, the United Provinces seem 
to have got used to it, but open trenches have been 
cut for surface drainage through the rush-grown flats. In 
this country there have been several great epidemics of 
intermittent fever at long intervals. One of these, which 
lasted two years, 1557-58, has left many traces in history 
which are perfectly definite and authentic. Another, exactly 
a century after, 1658-59, is equally well authenticated. 
Among its victims was the Lord Protector, Cromwell, at 
Hampton Court; Dr. Richard Morton, who was ill with the 
fever for three months, says the whole of England was “ one 
vast hospital.” At another interval of more than a century, 
the epidemic agues came again, in 1780-82, and were 
described by so cool and dispassionate a hand as Sir George 
Baker. Hirsch gives great epidemics of intermittents in 
other parts of Europe on several occasions down to 1866-72. 
For information as to these we may refer readers to the 
replete pages of Hirsch; and as this is the second week in 
Advent, let us by all means have the collect for the day: 
“That we may in such wise hear them, read, mark, learn, 
and inwardly digest them, that by patience we may embrace, 
and ever hold fast,” the great treasure of observations which 
hundreds of competent authors have left. 


ELECTROCARDIOGRAPHIC INTERPRETATIONS. 
In the seventh Mellon lecture, delivered at the University 
of Pittsburgh in May last under the auspices of the 
Society for Biological Research, Sir Thomas Lewis set 
himself the task of clearing up some misunderstandings and 
of putting on a more definite basis his views with regard to 
his theory of “limited potential differences ” in its relation 


to the interpretation of the initial phases of the electro. 
cardiogram. The statement of the case is more fully dig, 
cussed and the hypothesis more clearly stated than when ij 
first appeared in The Mechanism and Graphic Registration 
of the Heart Beat, published in 1920. The main argument 
with which the lecture deals is really between two views on 
the relationship of the active part of cardiac muscle to the 
cardiographic deflections. According to one hypothesis, 
called by the lecturer that of ‘distributed potential differ. 


ences,” the active part of the muscle is considered to — 


be relatively negative to the remainder of the muscle magg; 
in the other, that of “limited potential differences,” the 
active part is considered to be relatively negative t 
the inactive muscle in union with it or in its imme. 
diate vicinity. In the former case the direction of flow of 
the excitation wave is considered to be in the direction 
of the line joining the centre of the active mass to the 
centre of the remaining and inactive mass; in the latter 
case it is considered to be from the active muscle to 
the part that is next becoming active. ‘The point at 
issue can be better understood if we imagine a part of the 
ventricular muscle, say one inch from the base, first becomin 

active and then a part still nearer the base. Ina lead from 
the right arm and left leg, according to the former view, the 
arm would show negativity relative to the leg, because the 
active part is near the base and the large mass of inactive 
muscle is in the direction of the apex. According to the 
theory of “ limited potential differences,” the current will seg 
in the direction in which the excitation wave is travelling—in 
this supposed case toward the base—and consequently the 
lead nearer the active part, and incidentally in this cage 
nearer the apex, will show relative negativity. In other words, 
the position of the active part near the base does not in itself 
determine the direction of the deflection, but it is associated 
rather with the direction that the excitation wave will take 
in passing from active to inactive muscle in the immediate 
vicinity. The author is convinced that this latter theory 
is the only one which can explain in this connexion all the 
present observations on heart muscle, though he is not 
committed to it as a full and final explanation. In. his 
lecture the argument begins with a reference to actual and 
hypothetical experiments to illustrate the principles, and 
then passes to actual! findings in the hearts of the toad 
and the dog. ‘The deflections in the electrocardiogram 
from the toad are shown to be in accordance with this 
theory, while the downward deflection corresponding to 
activation of the bulbus arteriosus and indicating relative 
negativity of the apical contact can only be explained on 
this view. While the bulbus lies nearer the base than the 
apex of the ventricle, the excitation wave begins at the base 
of the bulbus—that is, the part nearest the apex—and travels 
to the part above it—that is, nearer the basal contact; hence 
the apical contact shows relative negativity. Again, in 
experimental stimulation of the endocardial and epicardial 
surfaces of the ventricle of the dog the electrocardiograms 
differ in a way that is only to be explained on this hypothesis, 
In the human electrocardiogram, while R represents negativity 
of the basal contact and S negativity of the apical contact, 
it can readily be seen that we are not therefore justified 
in concluding that R is essentially a basal effect and S an 
apical effect. The arguments throughout seem conclusive, 
and the hypothesis of “ limited potential differences ” must 
be accepted as the best that offers in the present state of 


knowledge. 

ie GOVERNMENT AND THE OPIUM CONVENTION. 
Tue Home Office has issued a ten-page pamphlet relating to 
the action taken by the British Government towards putting 
into force the International Opium Convention signed at the 
Hague in 1912. Readers of the British MepicaL JourNAL 
have been advised from time to, time of the steps taken, first 
by the Dutch Foreign Office and later by the League of 
Nations, to secure ratification and effectuation of the Con- 
vention by all the Powers, and the need for such general 
co-operation has been emphasized in these columns ever 
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: ntion was drafted. ‘The Home Office pamphlet 
taken before, during, and after the war to deal 
with the traffic in dangerous drugs. Prior to the war there 
was little or no check beyond the not very stringent pro- 
visions of the Poisons and Pharmacy Acts, while export and 
import trade and the manufacture of these drugs were 
uncontrolled. During the war the spread of the cocaine 
habit among soldiers and of opium smuggling led to a 
licensing system under D.O.R.A. in respect of those drugs. 


Atention was called in 1916-17 to the “large quantities 


hia exported to Japan and that there were 
pair for nie that much of this British-made 
morphia was being smuggled from Japan into China, 
from which Indian opium was being excluded. Japanese 
authorities were then required to certify that such im- 
ports of British morphine were for medicinal purposes and 
Japanese consumption only. It is claimed that this system 
resulted in a gratifying reduction of British exports of morphine 
to Japan from 550,000 oz. in 1917 to 6} oz. in 1920. The 
fisures obtained by the Advisory Committee on opium at 
Geneva have, however, directed attention to the “serious 
discrepancies between the export of drugs from Great Britain 
to Japan as shown in the British returns and the imports to 
Japan from Great Britain as shown in the Japanese returns.” 
Thus while the figures for exports of morphine and heroin 
from Great Britain to Japan, as given in the British returns, 
were, for the years 1917 to 1920, 1,825 Ib., 0, 0, and 1 lb. 
respectively, the total imports of morphine and heroin from 
England to Japan, as given in the Japanese returns, were 
for the same years 41,509 Ib., 7,749 Ib., 2,715 Ib., and 11,714 Ib. 
respectively. In 1918 and 1919 significant increases in the 
export of British morphine to the United States occurred, 
also to Switzerland and other countries. Attempts have 
accordingly been made, with limited and tardy success, to 
extend the system of import certification. It would appear 
that the system has not as yet been adopted by more than half 
of the States which are members of the League of Nations. 
An effort has also been made, with the assistance of the 
provisional Health Committee of the League, to arrive at an 
estimate of the amount of the drugs in question which can be 
regarded as the medical or legitimate requirements of each 
country. A rough and ready “rationing,” in the case of 
morphine, on the basis of 1/4 grain per head per annum, has 
been suggested until a more accurate determination is arrived 
at, By Chapter II of the Opium Convention the signatories 
bind themselves to take measures for the gradual and effective 
suppression of the manufacture, internal trade in, and use of 
opium “prepared” for smoking, and to prohibit its import 
or export either “immediately” or “as soon as possible.” 
“Opium smoking,” according to The Truth about Indian 
Opium, recently issued officially, “is essentially a social vice,” 
and the Home Office pamphlet vouchsafes some explanation 
why opium smoking still continues in British Colonies. 
Complete suppression is said to be impracticable so long as 
production of opium goes on unchecked in neighbouring 
countries. This conclusson serves once again to enforce the 
policy, advocated by this Journat for the last decade, and 
now reproduced in the resolution passed at the recent 
meeting of the third assembly of the League of Nations, in 
these words—namely, “the control of production, so as to 
limit it to the amount required for medical and legitimate 
purposes, is the most effective method of putting a stop to 
the illicit traftic,” 


SURGEONS IN CAMERA. 
Wuen the Council of the Surgical Section of the Royal 
Society of Medicine suggested that an evening should be 
devoted to a recital of “ Surgical mistakes and the lessons to 
be learned from them,” and explained that arrangements had 
been made to exclude press, public, and coroner’s officers, 
volunteers for the confessional sent in their names in 
surprising abundance, and on Wednesday, December 6th, 
In the presence of a large and sympathetic audience, related 
their experiences. The rule of the evening was “ one surgeon 
—one mistake,” and no questions fo be asked by any of the 


other surgeons in the room who had made no mistakes, or, at 
any rate, none suitab'e for publication. A chairman of con- 
spicuous fairness and ability presided over the meeting and he 
had very little difficulty in contro!ling those enthusiasts who 
attempted to unbosom themselves of all or nearly all their 
mistakes. To those who came expecting thrills the opening 
rounds must have seemed tame indeed—mere venial errors 
of diagnosis from which an elastic conscience might recover 
in a night. However, it proved that these earlier mistakes 
were mere affairs of outposts, for as the more ordinary 
misdeeds became exhausted and the spirit of emula- 
tion manifested itself, our flesh: really did begin to creep 
as we listened to the real thing—surgical adventures 
worthy of Lewis Carroll or Heath Robinson. They all 
occurred some years ago, of course, and in several instances 
there were extenuating circumstances (or should we say 
co-defendants ?) in the shape of physicians or radiographers 
upon the strength of whose diagnosis the operation in 
question had been carried out. It is interesting to speculate 
on this aspect of the matter a little further. If an eminent 
physician says, “ This patient has a cokernut which ought to 
be removed,” and an equally eminent surgeon proceeds to 
remove what in fact turns out to bea lemon, is this a surgical 
mistake ? and, if so, is it a valid defence for the surgeon to 
say that he cut without looking, as the physician in the case 
was the dominant partner and he merely the guileless guinea- 
pig? Perhaps, if the Medical Section ever has its own evening 
of self-exposure, we may hear more upon these interesting 
problems ; in the meantime we await with the greatest interest 
the suggested discussion at the Section of Radiography on the 
twin subjects, * What happens when the surgeon interprets 
his own plates?” and “ When is a stone not a calculus ?” 


MEDICAL RESEARCH IN SOUTH AFRICA. 
In his report for 1921 of the South African Institute for 
Medical Research, Johannesburg, Dr. W. Watkins- Pitchford, 
the director, shows that excellent work continues to be done 
in research, and that in addition an increasing number of 
routine investigations are carried out and a large amount 
of vaccines and serums prepared. The initial cost of the 
buildings and equipment of the Institute, amounting to over 
£41,000, was provided by the Witwatersrand Native Labour 
Association, and the land on which the Institute was built 
was set aside for the use of the Institute by the Government 
of the Union of South Africa. The work of the Institute is 
divided into a research division and a routine division, and 
the income of the research division, to the amount of £10,000 
a year, is derived in equal proportions from the Native Labour 
Association and the Government. During the past financial 
year the cost of maintenance of the Institute as a whole 
was £28,038; of this total the cost of the-research division 
accounted for £11,993, and the balance of £16,045 repre- 
sented the cost of the routine division. The revenue of the 
routine division, earned from serVices rendered for payment, 
amounted to £17,450, showing a surplus over expenditure of 
£1,405. Dr. Watkins-Pitchford states that there is need for 
increased laboratory accommodation and greater financial 
support for research work; the question of appointing 
additional workers on the research side of the Institute 
has again had to be held over for financial reasons. The 
subjects upon which experimental investigations have been 
carried out during the year include scurvy, tuberculosis, the 
Weil-Felix reaction, cerebro-spinal meningitis, pneumococcal 
meningitis, influenzal pneumonia and lobar pneumonia, 
tropical ulcer, bilharzial diseases, and infective silicosis. In 
regard to tuberculosis, the value of sodium morrhuate was 
investigated, and 47 cases of pulmonary tuberculosis were 
treated ; in 19 cases the disease was apparently arrested and 
a definite resistance establishéd, and in 7 there was what 
might be termed “remarkable improvement,” but no very 
definite opinion could yet be expressed upon the value of this 
drug. In the routine division of the Institute, of which Dr, 
J. H. Harvey Pirie is superintendent, the total number of 
investigations carried out during the year was 23,192, an 
increase of 4,845; much of the increase is stated to have been 
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due to greater use having been made of the facilities offered 
to medical practitioners for having laboratory examinations 
carried out. Autogenous vaccines to the number of 698 
were prepared, nearly half of them for the treatment of 
respiratory affections; 591,119 c.cm. of stock vaccines were 
issued to store, nearly four-fifths of this quantity being Lister's 
pneumococcal vaccine. The quantity of serums prepared 
during the year, chiefly antimeningococcic serum, was 
24,625 c.cm. 


SMALL-POX IN SOME NEWSPAPERS. 
Dr. WaNKLYN, whose services are retained by the Medical 
Department of the London County Council to advise as to 
the diagnosis of suspected cases of small-pox, is able else- 
where in this issue (p. 1181) to say that the outbreak in 
London appears to have been checked. The possibility of 
undiscovered cases cannot be excluded, so that there should 
be no relaxation of vigilance on the part either of loca! health 
authorities or of the medical profession in their duty of 
intimating -the occurrence of vesicular or pustular eruptions 
in any way suspicious of variola. It would be interesting to 
know approximately what has been the effect of the outbreak 
in leading the public to resort to vaccination or revaccination 
as a protection against infection. The effect has not been 
confined to London and its neighbourhood. Paragraphs in news- 
papers show that the need for protection has been appreciated 
by the public in many parts of the country. Most of the 
guidance given by the newspapers has been thoroughly sound. 
There has been the usual propaganda by antivaccinationists, 
but their sophistries have little effect in presence of 
threatened small-pox. A Richmond newspaper contains the 
unusual statement that a medical man was in the chair at 
an antivivisection and antivaccination meeting there; he is 
reported to have said that students and medical men were 
never instructed on the subject as on other medical matters, 
that lectures were not given them, and that “all they had to 
do was to learn what came within the subjects on which they 
obtained their degrees, and vaccination was not one of these 
subjects.” Whether the report is correct we do not know, 
but if it is, why then the profession is wide enough to include 
eccentrics and eccentricities. The lay lecturer told hig 
audience of the huge salaries paid to vivisectors; one at New 
York, he alleged, received £15,000 a year. It was matter of 
complaint by this lecturer that Jenner himself received 
a gift of £30,000. He alleged that “many firms were en- 
gaged in the manufacture of lymph and serums, and there 
were statistics to show that an old horse, not worth more 
than £5, had been treated and made to produce typhoid 
or diphtheria serum worth £800.” He said also that the 
public were “being vaccinated with a lymph that had 
not got the culture of small-pox.” Indeed, “they had 
proof that cow-pox was not only not allied to small- 
pox, but that it had also the possibilities of another 
unpleasant and dangerous and distasteful disease.” After 
this “ At Home” lecture, tea was served and music rendered. 
A Nottingham newspaper recently published an article on 
some alternatives to vaccination. It is said to have been 
written by a London physician. In this article it was 
asserted that vaccination is dangerous and often harmful, 


eyen it may be “for the remainder of the life time,” but 


fortunately “these bad effects can be antidoted even after 
the lapse of years.” One of the most efficacious of these 


alleged antidotes is Thuja occidentalis, which is used in. 


dilution, “ the strength known as 30 being one of the best- 
acting”; it is, the writer states, to be obtained from most 
homoeopathic chemists and is both preventive and curative 
of small-pox. Another remedy with similar claims is 
Hydrastis canadensis. Further, the North American Indians 
discovered that Sarracenia purpurea is a remedy for 
small-pox, and its value both for prevention and treatment 
has been confirmed “ by doctors in America”; but of all the 
“remedies” mentioned probably the most satisfactory for 
general use is thuja, though the London physician has 
recently heard “that the production on the arm by Spanish 


fly cantharides) of blisters of the same number and area ag 
in vaccination is used in America as preventive of small-pox,” 
The writer concludes by averring that in the article “ enough 
has been said to show that for prevention of small-pox there 
are other measures that are more sure and infinitely safer” 
than vaccination. We trust our readers feel indebted to 

for passing on to them this notice of the remedies, 


THE PHYSICAL TRAINING OF THE SOLDIER. 

Tue physical training of the soldier was the subject of an 
address by Colonel R. B. Campbell, D.S.O., inspector of 
physical training in the army, at a largely attended meeting 
of the War Section of the Royal Society of Medicine on 
December 11th. Colonel Campbell made it plain that 
physical training, which consists of certain exercises, 
games, and tests, has but a modest place in the education 
of the recruit; it occupies only five hours of the w 

whereas ordinary drill, bombing exercises, and the like 
occupy many hours a day. He said that physical training 
was of value, because it helped to build up the physical 
efficiency of the recruit, and it enabled him to be graded 
for the position which he might be called upon to occupy 
in the battlefield. The art of war required many kindg 
of mental ability and temperament; a good infantry. 
man, “full of devil,’ would be wasted as an artillery. 
man, and a cool, self-possessed gunner might be a poor 
bayonet fighter. Physical training brought out not only the 
physical qualities, but the qualities of character, which 
enabled each man to be assigned his place. The exerciseg 
chosen were such as would enable a man better to play his 
part with whatever technical weapon might be entrusted to 
him, and the battlefield had to be associated constantly with 
the form of exercise chosen, just as the circumstances of the 
ring had to be related to the exercises of the boxer. In the 
first physical exercises of the raw recruit it was customary 
for the squad instructor to test by simple and natural move. 
ments for nerve, agility, physical strength, and quickness of 
mental apprehension. The most useful forms of exercise were 
found to be boxing, swimming, obstacle racing, gymnastics, 
and some kind of game, such as basket ball. Gymnastics 
inculcated daring and pluck, while the game quickened the 
team spirit. He showed a number of curves representing tha 
results obtained over a certain period of weeks, with daily 
tests on recent recruits. These tests were for speed (tha 
100-yards race), endurance (the three-mile run), agility (the 
high jump), dash (leaping over a horse or other quick move- 
ment), nerve (balancing exercises), and strength (heaving. 
exercises). For some weeks there was in each of these cases 
a continuous upward curve denoting improvement in efl- 
ciency, but in very many cases a downward drop took place 
at the end of a certain number of weeks, possibly indicating a 
reaction period, or some fault in the training, though the 
error might lie in the ordinary drill which the recruit was 
receiving at the same time. Colonel Campbell concluded 
with a description of the organization of the physical 
training staff in the army. He mentioned that the army 
was about to adopt the Board of Education’s terminology 
with regard to physical training, and he pleaded for the 
adoption of a system of universal physical training with 
better co-ordination between the civil schools and the 
services. One or two officers of the Royal Navy joined 
in the discussion, pointing out that naval conditions required 
some modifications of the army programme, or a difference in 
emphasis; while a member of the Royal Air Force said that 
that service also required some special tests, and that the 
military system of developing the respiratory organs was not 
at all suitable for the flying man. An interesting point 
brought out in the discussion was the relation of physical 
training to convalescence. In answer to one speaker who had 
remarked that at a convalescent dépét in France he found it 
difficult to get the physical training instructors to take suffi- 
cient interest in debilitated men, Colonel Campbell remarked 
that he did not like his instructors to take part in remedial 
or orthopaedic work, which properly belonged to medical 


| 
} 
H 
j 
‘S47 
: 
| 
| 
| 
| 
| 


DEC. 16, 1922] 


MEDICAL NOTES IN PARLIAMENT. 


1187 


Tue Baitisa 
Mepicat JournaL 


a special staff trained under them. The instructor 
was better fitted to deal with the healthy 
individual, and it would be as fatal to relate physical training 
to the hospital as to relate it to the cemetery. Sir John 
Goodwin, who presided over the meeting, heartily endorsed 
the suggestion that medical officers and the physical training 
staff should be more closely interlinked. 


SILICOSIS AND MINERS’ FHFHISIS. 
Various theories have been advanced at different times to 
explain why those who work habitually in atmospheres 
which are Jaden with silica dust become so sensitive to 
tuberculosis. ‘The silica inspired induces a fibrosis of the 
lungs; there isa general increase in bulk of the connective 
tissue trabeculae, and nodules of dense fibrous tissue often 
surround visible particles of silica. It was thought at one 
time that this fibrosis was Cependent on the physical pro- 
perties of silica—its gritty character, its hardness and insolu- 
bility; but more recent work seems to have established that 
this proliferation of fibrous tissue must be attributed to the 
chemical action of colloidal silica on the tissues. Why this 


 silicotic fibrosis aids the establishment of tuberculosis has 


never teen explained in a completely satisfactory fashion. 
Dr. W. E. Gye and Dr. W. J. Purdy! have lately brought 
forward convincing proof that colloidal silica is a toxic sub- 
stance, and, armed with this knowledge, Dr. Gye and Dr. 
F. H. Kettle? have, with the help of a grant from the Medical 
Research Council, examined by the experimental method the 
effect of silica on the development of tubercle bacilli in living 
tissues. ‘Their observations may throw light upon the problem 
of why individuals who are resistant to tuberculosis become 
susceptible after the development of silicotic fibrosis. The 
injection of 2 mg. of silica into the subcutaneous tissue 
of a mouse produc.s a granular coagulation necrosis, which at 
first does not affect the cells except at the periphery; later 
the coagulum gradually shrinks, becomes invaded by large 
mononuclear cells, and active proliferation of connective tissue 
with the formation of numerous capillaries occurs. The 
tubercle bacillus is only very slightly pathogenic for the 
mouse ; when injected subcutaneously the orSanisms survive 
and proliferate in ‘the tissues, but cause very little rcaction ; 
no cell necrosis or tissue destruction results, and, though the 
bacilli may be transported by phagocytes to lymphatic glands 
and the viscera, in these secondary foci very little tissue 
reaction is seen. On the other hand, Gye and Kettle found 
that “an injection of tubercle bacilli accompanied by silica 
into the subcu!aneous tissues gives rise to a much greater 
local reaction than an injection of tubercle bacilli alone, and, 
further, that general dissemination is earlier and more active.” 
The bacilli multiply in the central coagulum caused by the 
silica and here form large colonies of organisms which are 
subsequently taken up by phagocytes during the resolution of 
the silica lesion. One important effect of the simultaneous 
injecticn of silica with the tubercle bacilli is therefore 
that the organisms can proliferate abundantly in the 


coagulum, temporarily protected from the cellular defences of - 


the body, so that a small dose of bacilli becomes equal to a 
dose of considerable magnitude. This multiplication of the 
bacteria provides an explanation of the effects observed by 
the authors of the action of silica on mice. How far, it may 
be asked, does this help us to understand the connexion 
between silicosis and miners’ phthisis? The silica when 
introduced into the lungs acts as a cell poison, but with its 
gradual removal by phagocytes and tissue fluids the normal 
processes of repair ensue, and finally nothing remains but 
a dense scar. Such fibrotic lungs may be peculiarly liable to 
tuberculosis, either because the scar tissue itself is actually 
less resistant and therefore more vulnerable than normal 
tissues, or because the successful invasion of the tubercle 
bacillus depends on the disorganization of the circulation of 
the tissue fluids brought about by lymphatic obstruction. 


1 Brit. Journ, Exper. Path., 1922, iii, 75. 
2Tbid., .41, 


Further experiments are to be made to determine which of 
these factors is responsible for the development of tuber- 
culosis secondary to pulmonary silicosis. 


BACTERIOLYTIC PROPERTIES OF TISSUES. 

Tue capacity of inducing the disintegration of bacteria, 
technically referred to as bacteriolysis, would seem to be a 
much commoner property of organic substances than was 
formerly believed. The remarkable phenomena described by 
Twort and d’Herelle have stimulated research in this branch 
of bacterial ecology, so that new manifestations of bacterio- 
lysis are constantly being described. Dr. Fleming and Dr. 
Allison, who have been studying the bacteriolytic properties 
of different tissues and secretions, find that they vary in their 
capacity to dissolve different bacteria; certain well-known 
pathogenic bacteria are, however, easily disintegrated by 
some tissue extracts. Dr. Fleming has previously described 
a coccus which is singularly susceptible to the bacteriolytic 
properties of animal tissues, and this has been named Micro- 
coccus lysodeikticus. In a communication to the Royal 
Society on November 9th Fleming and Allison describe how 
by various means strains of this coccus resistant to the lytic 
action of the tissues can readily be developed. Strains made 
resistant to one tissue or secretion are equally resistant to all 
tissues, whether derived from man, the lower animals, or from 
vegetables. The resistance of these specially prepared strains 
is therefore not specific. After a culture of M. lysodetkticus 
has been dissolved by some lytic agent the power of the fluid 
to induce this change in other cultures is found to be greater 
than that of the original tissue extract or secretion, and this 
increase affects wholly or mainly the homologous organism. 


Medical Notes in ‘Parliament. 


[From oUR PARLIAMENTARY CORRESPONDENT. | 


The Committee of Medical Members. 

Dr. F. E. FREMANTLE has been elected chairman, and Dr. 
Elliot secretary, of the group of medical members of Parlia- 
ment. At the meeting on Monday further consideration was 
given to the new regulation proposed by tne Nurses Council 
under which nurses on nursing home staffs would be precluded 
from registration, except such as had had one year’s hospital 
training. The framing of regulations for the operation of the 
charter rests with the Nurses Council; the Minister of Health 
therefore has not direct authority in the matter. Draft orders, 
however, have to be laid on the table, and must be approved 
by both Houses. The committee felt that the rule would 
cause hardship in a number of cases. Notice of objection to 
it has been given in the House of Commons, so that its 
progress has for a time been stayed. 


Small-pox and Vaccination. 

On inquiry by Mr. Gilbert as to the cost of vaccination and how 
it was met and as to the services of public vaccinators, Major 
Boyd-Carpenter said that the latest year for which complete 
figures were available was that ended March $lst,1921. In that 
year the total expenditure on public vaccination was £183,423, of 
which £174,000 was paid by boards of guardians out of rates and 
£8.473 was defrayed out of money voted by Parliament. Public 
vaccinators were employed by boards of guardians under contract 
which might be termina‘ed by either party giving twenty-eight 
days’ notice. Asa general rule the method of payment was by fees, 
theamounts of which were specified in the contract, but in afew 
cases anannual salary was paid. The fee for vaccination at home 
was invariably higher than for vaccination elsewhere. No pay: 
ment was made from public funds for the vaccination by private 
dcctors of their own patients. In answer to Mr. R. Young, Major 
Boyd-Carpeuter said he was advised that the high rate of mortality 
amongst the recent London small pox cases was probably due to 
the importations from Eastern Europe of a particular virulent 
type of infection. " ‘ 

Dr. Watts asked, on December 6th, if, in view of the serious 
epidemic of small-pox, the Minister of Health would take steps to 
enforce the provision of the Vaccination Acts; and having regard 
to the fact that there are upwards of three million unvaccinated 
children in the country, would he consider the advisability of 
repealing the conscientious objcction brought into that Act. 
Major Boyd-Carpenter replied that the Minister of Health was 
keeping continuously before him the question of the necessity or 
otherwise of amending the Vaccination Acts, but he was not 
prepared at this stage of the outbreak to introduce legislation. 

In reply to Mr. Serymgeour, who asked for statistics about 
Dundee, Major Boyd-Carpenter said that three unvaccinated 
children in the: borough had recently contracted small-pox and 
two of them had died. The total number of cases of small-pox 
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reported to the Ministry during the first eleven months of this 
year was 902, and of these 27 had proved fatal. Included in the 
total were certain cases discovered by medical officers of health, 
or by medical officers of the Ministry, and therefore unnotified ; 
er Mg cases proved to have been incorrectly diagnosed were 
excluded. 


and Vaccination Exemption Certificates —Mr. Broad 
asked, on December 7th, whether the Home Secretary was aware 
that the magistrates sitting at Brentford had refused to witness 
declarations under the Vaccination Act, 1907; whether the 
Minister would inform them that their action was illegal; and 
whether any letter of instruction or advice had been sent to 
magistrates to cause them to refuse to witness such declarations. 
Mr. Bridgman replied that he had communicated with the 
Chairman of the Bench, who informed him that the Justices had 
not refused to witness any such declarations. The second part of 
the question, therefore, did not arise. The answer to the third 
was in the negative. Major Boyd-Carpenter stated that no such 
_circular had been issued by the Ministry of Health. - 


Vaccination in the Army.—Mr. Snowden asked, on December 7th, 
if the attention of the Under Secretary for War had been called to 
the fact that the circular letter 27/8026 (A.G. 6B) issued by the 
Director of Organization to all the General Officers Commanding, 
directing that refusal to be vaccinated be considered misconduct 
within the meaning of Article 958 (9) was contrary to the decision 
of the War Minister given in April, 1918, that refusal to be 
vaccinated was not to be regarded as_misconduct and would steps 
be taken to withdraw the circular. Lieutenant-Colonel Guinness 
replied that the circular letter was not contrary to the reply given 
by the Under Secretary for War on April 23rd, 1918. It was then 
stated that refusal by a soldier to be vaccinated was not an offence 
punishable under the Army Act. He was advised, however, that 
if a recruit, after signing the attestation paper in which he stated 
that he was willing to be vaccinated, then refused to be vaccinated, 
such conduct might properly be regarded as affording ground for 
discharge for misconduct within the terms of Article (g) of the 
Royal Warrant for Pay and Promotion, and this was the intention 
of the circuiar letter referred to by Mr. Snowden. The wording 
of the circular letter was, however, open to some misconstruction, 
inasmuch as it was not made sufficiently clear that the offence of 
misconduct was not misconduct under the vag Act, but mis- 
conduct under the Royal Warrant. An amended letter would be 
issued to make it clear that it was only recruits who refused to be 
vaccinated after having signed an agreement to be vaccinated who 
were to be discharged, and that the deprivation of their gratuity 
was not due to their having committed any offence under the 
Army Act, although they had been guilty of misconduct within 
the meaning of the Royal Warrant. 


- Infectious Disease Notification—At the instance of Mr. Cecil 
Wilson, Major on December 6th, gave the 
following statistics of notifications and deaths of three infectious 
diseases in the decennium 1911-1920: 


Lonfes. and 
Deaths Deaths 
Cases Cases 
= Deaths. | per 1,000 : Deaths 1,000 
Notified. cases, |NObified. 

Searlet fever ... | 138,744 | 1,878 14 870,169 | 14,959 17 
Enteric fever...| 5,851 | 1,008 172 60,486 | 11.419 189 
Small-pox... 170 23 135 1,293 1ll 86 


Figures for port sanitary districts were included in the above 
table, but those for non-civilians were excluded from 1915 onwards, 
as they could be given only for England and Wales as a whole. 


The Discharge of Asylum Patients.—Mr. Robert Richardson, on 
December 6th, in a question to the Prime Minister alleged that 
obstacles were placed in the way of the discharge of ex-service 
patients in asylums, and suggested that an appeal court should be 
established independent of the Pensions and Health Ministries, to 
hear applications for such discharge. Major Boyd-Carpenter reply- 
ing denied yorten thyes “ore was placed in the way by departments. 
Ex-service patients who had been accepted by the Ministry of 
Pensions were on a footing of private patients and could be dis- 
charged under the provisions of Section 72 of the Lunacy Act 
unless a certificate were given by the medical officer of the institu- 
tion that the patient was dangerous. Other patients could be dis- 
charged only by the visiting committee in whose discretion the 
matter rested. All asylum authorities have been requested to set 
out the effect of Section 79 of the Lunacy Act 1890 (powers for 
making application for discharge) in the regulations as to visita- 
tion sent to friends of patients. 


Dietary in Asylums.—Major Tryon informed Mr. A. T. Davi 
December 6th, that since the reports of the Pensions De agaaat 
Committee on administration, there had been, he un erstood, a 
very satisfactory improvement in the quality of the food supplied 
to patients in the asylums. The report had said that the diet did 
not compare favourably with what was given in the Pensions 
hospitals. 

Pension Medical Service.—It was stated on December 
there are now 549 medical officers in the whole-time mee By 
Ministry of Pensions ; 253 are occupied locally in giving medical 
treatment at Ministry hospitals and clinics; the remainder are 


. 1920-21, 7s. 44d. 


engaged on medical duties connected with the boarding ang 
treatment of pensioners. The average rate of remuneration ig 

840 a year. These officers give the whole of their working day of 
eight hours to their duties, and in addition to the control exercised 
by their immediate superiors, their work is constantly reviewed 
and supervised by special inspectors from headquarters. During 
the last three months 137,000 disablement pensions have 
reviewed, of which approximately 66,000 were renewed at the 
former rates, and 58,000 were reduced. The average decrease in 
assessment is now about 4 points in the percentage scale. The 
average number of conditional or temporary awards coming up 
for renewal each month is now about 45,000. By the end of the 
present year some 200,000 final awards will have been made, leaving 
about 530,000 men in receipt of pensions in the temporary scale.. 
Steps are being taken to deal with such of the latter cases as are 
suitable for final award as rapidly as possible. 


Occupational Mortality.—Major Boyd-Carpenter informed Sir J, 
Collie, on December 6th, that the preparation of the volume giving 
statistics of occupational mortality for 1910, 1911, and 1912 in con. 
tinuation of corresponding earlier reports was originally interrupted 
by war conditions, but in yiew of the demand for these statistics it 
had recently been decided to complete and issue the volume in an 
abbreviated form. 1t would appear in the course of a few weeks. 


Provision of Meals for Children.—The President of the Board of 
Education (Mr. Edward Wood) stated, on November 27th, in 
auswer to Mr. Trevelyan Thomson that the total number of public 
elementary school children in receipt of school meals under the 
Education Act 1921, at the end of October was 52,921 as compared 
with 100,266 at the end of October, 1921. To a certain extent it 
was true that a reduction in the number of children thus fed was 
due to the amount paid for the feeding being placed against the 
amount of out-relief paid to the parents. 


Insurance Medical Services.—In answer to Mr. Rhys Davies, on 
December 6th, Major Boyd-Carpenter said that insurance com- 
mittees were required to investigate all specific complaints of 
failure on the part of insurance practitioners to carry out their 
obligations. Reports of all these investigations were forwarded to 
the Ministry of Health, and, where necessary, disciplinary action 
was taken. The question how far the service could be improved 
without unduly increasing the cost was under consideration in 
connexion with the revision of the present agreement as to the 
capitation fee which would expire at the end of next year. In 
reply to a further question it was stated that the number of whole- 
time medical officers, who in addition to their own duties are 
employed as medical referees, is thirty-five. The number of 
insured persons referred to them during the financial year 
1921-1922, when the sphere of their operations was limited, was 
81,762, of whom 47,404 attended for examinations. Since the referee 
service was extended, during the present financial year, to gover 
the whole country, the number of references has increased to such 
an extent as to necessitate the employment ofa certain number of 
part-time referees in addition. 


The Minister of Healih.—Mr. Bonar Law, on questionon December 
7th, said he quite realized the disadvantage of the absence of the 
Minister of Health from the House of Commons, and hoped that it 
would not be of long duration. Any statement that Sir A. Griffith- 
Boscawen had resigned the office was untrue. 


Answers in Brief. 

The Ministry of Labour states that the total number of work- 
people covered by the health insurance scheme is above fifteen 
millions, and the corresponding figure for unemployment insurance 
is about eleven and a half millions. 

It appears from figures supplied to the House of Commons on 
November 29th that the weekly cost of relief in general Poor Law 
institutions, as calculated by a head of the inmates (children and 
adults), in the year 1920-21 averaged 30s. 24d. The comparab!e 
amoung for children in separate institutions was 28s. 44d. These 
sums included the cost of accommodation, food, clothing, nursing, 
education, and the salaries, etc., of officers and attendants. Exactly 
comparable averages for 1913-14 were not available. The average 
weekly cost of out-relief, as calculated per head of all persons 
(children and adults) in receipt of it, was, in 1913, 3s. 0jd., and in 
These averages included certain costs of 
administration. 

Excluding the staff of Ministry hospitals and other institutions, 
the total staff paid by the Ministry of Pensions, including the 
staffs of local committees, at the end of the June quarter, 1921, 
was 23,329, and at the end of the September quarter, 1922, 19,509, 
a reduction of 3,820. The average monthly cost at the same 

riods was £476,000 and £346,000 respectively. The number of 

neficiaries at those dates was 3,320,000 and 2,620,000 respectively. 

The number of claims for repayment of income tax received in 
Great Britain in the twelve months ended March 31st, 1922, was 
1,525,413. No record is available as to the proportion of these 
claims that relate to income tax deducted at the source, nor is it 

ssible to isolate the cost of dealing with such claims from those 
incurred in the other duties of the Inland Revenue Department. 

The total number of regular officers, R.A.M.C., now serving in 
Great Britain is 413.. Of these 13 are with Territorial Army units 
and 31 are quartermasters. By an arrangement between the 
Ministry of Pensions and the War Office, under which the Ministr: 
treats soldiers in its hospitals where no military hospital is avail- 
able and pensioners are treated in military hospitals where no 
pensions hospitals are available, 51 pensioners are being treated in 
military hospitals in Great Britain and 14 receiving outdoor treat- 
ment; 8 soldiers are being treated in pensions hospitals. 
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ENGLAND AND WALES. 


England and Wales. 


Lrverroot Mepicat Instrrution: Dr. Henry Harvey's 
JUBILEE. 


A sprecraL general meeting of the Liverpool Medical Institu-. 


i s held on December 6th to tender the congratulations 
pag Reni to Dr. Henry Harvey, who has completed his 
fiftieth year of membership. Ladies were invited, and the 
President, Dr. Abram, and his sister Miss Abram, received 
the members and visitors. After tea the President took the 
chair and read the resolution of the Council and letters of 
apology for absence from Drs. E. W. Hope and T. Stack. Dr. 
Caton, past president of the institution, proposed the resolu- 
tion of congratulation in terms of high praise of the jubilee 
member. He recorded his first meeting with Dr. Henry 
Harvey as a fellow student at the University of Edinburgh. 
Dr. Caton was two and a half years his senior, but both 
lived through those spacious times distinguished. by men 
who held a European reputation in medicine—Sir James 
Sim;son, Symes, Goodyear, Matthews Duncan.- It was 
a'so thon that Lister was elaborating his antiseptic method 
amid considerable opposition. Dr. Harvey as a student 
imp:e sed Dr. Caton by his ard:ur in his studies and 
his literary attainments ; not only was he well informed in 
the classics, but as a result of his education abroad was 
versed in European languages. After graduating Dr. Harvey 
was appointed resident surgeon at the Hospital and Dis- 
pensary, Darlington, and two years later out of fifty candi- 
dates obtained the post of senior house-surgeon at the Royal 
Southern Hospital, Liverpool. In 1872 he became a member 
of the Medical Institution, and in 1873 settled down in private 
p:actice in Wavertree, then a rural township on the outskirts 
of Liverpool. His ability was soon recognized in his being 
appointed as M.O.H. Wavertree, which post he relinquished 
on the absorption of Wavertree by Liverpool. The accuracy 
and trustworthiness of his reports was especially emphasized 
in the letter of regret Dr. Hope had written. Dr. Caton touched 
upon the importance of a medical man having a hobby: Dr. 
Harvey recreated his mind by gardening and literature; 
he was an ardent student of Dante, and a member of the 
Liverpool Literary and Philosophical Society. Dr. Caton 
concluded his remarks by graceful allusion to the sterling 
character, the courteous disposition, and the human interest 
that were typical of Dr. Henry Harvey, whom they all 
delighted to honour on this occasion. Mr. Charles Larkin, in 
seconding the resolution, alluded to the high esteem in which 
Dr. Harvey was held by the members of the British Medical 
Association ; so secure was their confidence in him that he 
had always been a member of the Ethical Committee of the 
L'verpool Division, Dr. Harvey had filled various offices in 
the Medical Institution, and was a most regular attendant at 
its meetings. Mr. Rushton Parker followed, and the President, 
Dr. Abram, in putting the resolution to the meeting, endorsed 
all that the proposer and seconder had expressed in such 
felicitous phrases, and referred to Dr. Harvey’s youthfulness 
and activity. Dr. Murray Cairns said in order to show how 


highly the Edinburgh graduates in medicine esteemed him, 


those in practice in Liverpool and surroundings had unani- 
mously elected Dr. Harvey as president of the local Medical 
Branch of the Edinburgh University Club. 
The resolution was carried by acclamation, which was 
intensified when Dr. Harvey rose to respond, He dis- 
claimed all the kind phrases that had been used to describe 


his personality, but expressed .the great satisfaction he felt 
in receiving their congratulations, and thanked them from. 


the bottom of his heart. He then rapidly surveyed the great 
changes that had taken place in the Medical Institution 
during the past fifty years. He mentioned an amusing 
discussion about diagnosis. Some 80 ‘per cent. of children 
in“some national schools were afflicted with askin trouble 
which was at first thought to be purpura haemorrhagica but 
afterwards turned out to be due to flea bites. Dr. Harvey 


_ thought the mental atmosphere of the Medical Institution 


was in itself a great tonic; the informal conversations that 


took place between members before the meetings were of 


inestimable benefit. They kept a man young, and as new 
members came in the sympathy of the older ones was 
quickened. In conclusion, Dr. Harvey said he hoped that 
when others were celebrating their jubilee year of member- 
ship they would have as much pleasure in looking back upon 
their fifty years of membership as he had. 


GRADUATE DEMONSTRATIONS AT Baru. 

_ A series of post-graduate demonstrations have been held 
recently at the Royal United Hospital, Bath. They began at 
2.30 p.m. on six successive Saturdays, tea being provided at 
the conclusion of each. They comprised demonstrations of 
clinical cases, lantern slides, pathological tests, and short 
operations bearing on the special subjects chosen for each 
afternoon, so that all aspects of the subject might be illustrated. 
The first demonstration was on common diseases of the blood, 
and this was followed by demonstrations deaiing with chronic 
dyspepsia, renal incompetence and infection, cardiac affec- 
tions, common nervous diseases, and finally orthopaedic prin-. 
ciples. The attendance was well maintained, and varied 
between twenty-six and thirty-four practitioners not on the 
staff of the hospital. To show their appreciation of the 
teaching, which was given without fee, the class entertained 
those who had given the demonstrations to a lunch on the. 
last Saturday, and afterwards presented them with a che jue 
for £50 towards the museum fund of the hospital. ‘The 
additions to the museum which such a generous gift will 
make possible are sure to enhance the value of future courses, 


which it is hoped will be held annually. = 


7 Tue State AND MEDICAL SCIENCE. | 

On November 29th Sir Alfred Mond, Bt., M.P., lectured to 
the Cambridge University Medical Society on the relation 
of the State to medical science. He began by pointing out 
that from very early times evidence might be found of State 
interest in and partial control of the health of the race; as 
examples he mentioned the Mosaic laws and Greek legisla- 
tion. Nowadays great importance was attached to public 
hygiene. Bad environment and conditions of living led to low 
racial vitality and decreased resistance to disease; a very 
striking example of the result of such conditions was afforded 
by Russia since the revolution; so great an epidemic flood’ 
was started that at one time it threatened to overwhclm all 
Europe. Had not the science of hygiene made such great 
advances the armies in the great war would have been 
destroyed by the devastating effects of epidemics, which 
down to comparatively modern times took a far greater toll 
of lives, in war, than the fighting itself. Great Britain in 
some ways was protected by the fact that it was an island, 
but nevertheless there was a vast amount of work to be done 
in improving national health and hygiene. The Ministry of 
Health was doing a great service, but the only too prevalent 
lack of scientific knowledge was a great drawback to its 
activities.. When it was realized that money spent on 
research was money saved, while that spent on treating 
patients was money spent once and for all, a great step 
would have been taken towards the best poss ble conditions 
of national health. 


Scotland. 


Dr. Byrom BRAMWELL. 
Some of the many friends and admirers of Dr. Byrom 
Bramwell are arranging to celebrate his 75th birthday by 
presenting to him some mark of the high esteem, respect, 
and admiration in which he is held by so many members 
of the medical profession, and particularly his old house- 


physicians, clerks, and students. It is thought that a portrait 


painted by some well-known artist would be the most suit-. 
able form the presentation could take, but nothing has yet 
been decided. A provisional committee has been formed, 
which includes Sir Clifford Allbutt, Sir Thomas Barlow, Sir 
James Crichton-Browne, Sir Dyce Duckworth, Sir Frederick 


' Mott, Sir Robert Philip, Professor David Drummond, Professor’ 


Lovell Gulland, and. Dr. Robert Hutchison. The subscrip-' 
tions, which are limited to a maximum of £5, may be sent to” 
Dr. F. N. Kay Menzies, 37, Egerton Gardéns, London, S.W.3, 
who is acting as honorary secretary and treasurer. - 


GiasGow UNIVERSITY IN THE SIXTIES. 

Dr. W. L. Reid presided over a well-attended meeting of the 
Glasgow Medical Lunch Club which was held on Decem-. 
ber 7th, when Sir Hector C. Cameron, C.B.E., M.D., LL.D., 
was present as the guest of honour. Sir Hector Cameron’s 
address took the form of reminiscences of his student days 
in Glasgow University, 1862-66, and of his various teachers 


and their characteristics. In the course of his remarks he 


: 
4 


1190 DEC..26, 1922] 


CORRESPONDENCE. 


Tue Brittsa 
(wz? JOURNAL 


made interesting comparison of the medical curriculum and 
teaching of his day. with, that. of to-day. Later he made 
special reference to the early work of Lister in the Glasgow 
Royal nr where he developed his antiseptic system 
of surgery. The address was richly interspersed with 
humorous anecdote, and was greatly enjoyed. Dr. R. M. 
Buchanan, Bacteriologist to Glasgow Corporation, expressed 
the thanks of the members to Sir Hector Cameron for his 
very interesting address. 


Census oF DumrriessHirE, 1921. 

The border county of Dumfries,' the southern boundary of 
which marches with Cumberland towards the east, and which 
lies along the Solway Firth towards the west, had a census 
population of 75,370, being an intercensal increase of 3.5 per 
cent. In 1801 the population was 54,957, in 1831 it. was 
73,770, and since then there has been little change. The 
urban population at the Census was 39.5 per cent. of the 
total, the largest of seven burghs being the county town of 
Dumfries with 15,728 inhabitants, and the smallest Lochmaben 
with 989. Moffat and Sanquhar have increased in popula- 
tion; the others have rather decreased. The increase of 
Moffat (a holiday resort) may be partly due to the Census 
being in June. There are in the county 110.4 females to every 
100 males. The average male age is 30, and female 32.3; of 
21,400 children under 15, 1,553 have lost their father, 819 
their mother, and 151 both parents. Of the male population 
aged 15 and upwards, 42.9 per cent. were unmarried, 51.3 
married, and 5.7 widowers or divorced; the corresponding 
figures for females were 44.2, 44.5, and 11.3. Gaelic speakers 
numbered 160, all bilingual. The number of persons per 
occupied house was 4.4, and every 100 windowed rooms had 
107 occupants, against 164 in 1861, since when there has 
been a steady improvement. Of the total population, 2.4 per 
cent. lived in one-roomed, 27.3 in two-roomed, 21.7 in three- 
roomed, and 14.7 in four-roomed houses. Of the total popula- 
tion aged 12 and upwards, 57.4 per cent. have remunerative 
occupation, and of the total persons so occupied, 24.5 per cent. 
areengaged in agriculture, 12.6 in personal service, 8.3 in 
commerce, 7.8 in transport and communication, and 6 in 
textiles, 


Ireland. 


Hosprtats as SANCTUARIES. 
ArisInG out of an attempt by members of the rebel forces 
to rescue one of their body who was undergoing treatment 
at Mercer’s Hospital, Dublin, when the military policeman 
in charge was shot, Surgeon McArdle, St. Vincent's Hospital, 
has sent a protest to the press. He writes: 


**The occurrence at Mercer’s Hospital to-day has obsessed me. 
The Irish people have the credit the world over of being a sporting 
lot. Everyone who has taken part in big-game shooting or in the 
minor shooting of these countries recognizes that there is a haven 
of refuge for game which is sacred. Until now we surgeons 
thought our hospitals were refuges sacred from interference. 

** During the Black and Tan régime Irish surgeons were com. 
manded, under sericus penalties, to notify the authorities of the 
reception of the wounded who came under their care, the con- 
ditions under which they were injured, and the locality from 
which they were brought. I am happy to say Irish surgeons 
accepted the responsibility and gave no report. During all this 
time there was no instance of an attack made in hospitals by any 
member of the army of occupation. It is with extreme regret 
I learned this morning that an unprecedented occurrence at 
Mercer’s Hospital demonstrated that parties, unthinking of the 
well-being of Ireland, discredited one of the sanctuaries of the 
people of Ireland by an attempted murder. In the long and wea 
and strenuous times when the Black and Tans provided us wit 
many grave and complicated cases the sanctuaries represented by 
the great hospitals were never invaded. I desire to enter a protest 

ainst the invasion of these sanctuaries, which have always 
afforded a willing, beneficent, and unselfish devotion to all, 
regardless of status, who required their aid.” 


THe Uuster 

At the last meeting of the Ulster Branch of the British 
Medical Association an opening address was given by the 
President, Mr. Andrew Fullerton, surgeon to the Royal 
Victoria Hospital, Belfast, on ‘“‘ Aches and pains of renal 
origin.” We hope to publish the address in an early issue. 
At the conclusion of the address Mr. Mitchell, in proposing a 
vote of thanks, said that Mr. Fullerton had specialized in the 
surgical treatment of renal affections and that his experience 
and technical skill were always at the service of his pro- 


1 Vol. i. part 14 of Census of Scotland. H.M. Stationery Office, London, 
or 23, Forth Street. Edinburgh. (7s. net.) : 


fessional brethren, who were deeply indebted to him. Dr, 
R. Reid, ex-president of the Branch, in seconding the motion 
referred .to cases lately under his care which had been 
explained by Mr. Fullerton’s paper. The resolution wag 


passed with acclamation and. Mr, Fullerton made a suitable 


reply. 
Uuster Mepicat Society. 

The annual dinner of the Ulster Medical Society was held 
on December 8th in the Medical Institute, Belfast, and about 
one hundred guests, Fellows, and Members were present, 
After dinner the President, Professor R. J. Johnstone, M.P., 
who occupied the chair, gave the toast of “The King,” 
which was duly honoured, and then that of “ Prosperity to 
Ireland,” to which the Marquess of Dufferin and Ava, D.S.0,, 
Speaker of the Senate of Northern Ireland, and Major the 
Right Hon. Hugh O'Neill, D.L., M.P., Speaker of the 
House of Commons of Northern Ireland, respouded. ‘The 
toast of “The Legal Profession,” proposed by Professor 
Lowry, was acknowledged by the Right Hon. Lord Justice 
Moore, by the Right Hon. Lord Justice Andrews, and by 
Mr. S. R. Crymble, LL.B., President of the Incorporated 
Law Society of Northern Ireland. The health of “The 
Guests” was given by Dr. Morrow; Mr. A. G. Walby, 
President of the Association of Dentists of Ireland, and 
Mr. Fullerton, C.B., C.M.G., President of the Ulster Branch 
of the British Medical Association, responded. The President 
then, on behalf of the Society, presented Mr. Fullerton 
with a copy of the resolution of congratulation on his election 
to the honorary fellowship of the American College of 
Surgeons, which had been passed at the previous meeting, 
engrossed on vellum, with water-colour paintings of the 
Medical Institute, of- the, Belfast University, and of the 
shields of the U.S.A. and of Ulster, 
gave the health of “ The President,” who replied, and then 
proposed a toast to the Honorary Secretary, to. whom, he 
said, was due the success of the dinner, in arranging which 
he had taken infinite trouble. Dr. Marshall replied. 


Correspondence. 


THE TREATMENT OF NON-MALIGNANT AFFEC.- 
“TIONS OF THE COLON, 

S1r,—In one of the opening papers on this subject reported 
in the Journat of November 25th Sir Arbuthnot Lane divides 
intestinal stagnation into two groups: (1) those characterized 
by the formation of bands; (2) those characterized by the 
absence of bands. He goes on to say that in the first group 
the band not only kinks the colon, but rotates it on its long 
axis, and causes obstruction of such a degree that it places 
the life of the patient in serious peril. In the second group 
there is also obstruction, in this instance by abrupt angles, 
etc. The paper is dealing with chronic intestinal stasis. 

Now it is a well-established pathological fact that chronic 
obstruction to a muscle causes hypertrophy, so one would 
expect hypertrophy in chronic intestinal stasis if these views 
were correct. But this is just what is not found; on the 
contrary, there is invariably atrophy of the colonic muscle. 
Any thickening of the wall which may appear will be found 
to be inflammatory—a colitis, which is not at all uncommon 
in the proximal half of the colon in these cases. 

Waugh, in his paper, evidently anticipates that this may be 
raised as an objection to his view of stasis—namely, a colon 
with loose supports trying to raise its load against gravity— 
for he says: ee 

“That atony and atrophy of its fatigued musculature should 
ensue over the areas where the strain is greatest is no matter for 
surprise in accordance with the physiological law of the effect of 
continuous stimulation. Not only would hypertrophy be utterly 
impossible under these conditions, but its occurrence would be so 
inexplicable as to need revision of these laws.” 


Yet, surely, one would expect hypertrophy in the first place 


even under these conditions ; but is he justified in speaking of 


continuous stimulation in this connexion? The colon is not 
lifting against gravity when the individual is recumbent even 


though its attachments may be loose, and at least eight hours 


of the twenty-four are normally spent in the reclining 
attitude. 

Moreover, I think he is wrong in assuming that a loose 
ascending colon is an abnormality. According to my own 
observations it is the rule to find a considerable degree of 
mobility in this part of the colon, sufficient, at any rate, 
to bring it well up into the abdominal wound—with the 
exception of the hepatic flexure; and even this part never 


Professor Symmers 
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ives the ligamentous attachment which one finds at the 
one would expect were it necessary for the 


ascending colon to pull against something for the efficient 


And why, arguing from his 


f its function. 
discharge of 1 so fixed, since it is 


hypothesis, should the splenic flexure 

ing downhill? 
treatment—undoubtedly both hemi-colectomy 
and colopexy give a percentage of good results, especially 
colectomy in that soggy type of caecum, which is the stasis 
case plus colitis. I venture to say, however, that most 


surgeons will agree that the majority of cases give poor or 


indifferent results with either method of treatment, and for 
this reason, that stasis is primarily a muscular weakness due 
to some medical as opposed to a mechanical cause. 

It would be interesting to know for how long a fixed colon 
remains as fixed as it is made at operation. Judging by the 
frequency of recurrence after other forms of “ pexy”’ opera- 
tions one would be prepared to find much the same thing 


happen here. For alter all a colopexy is the establishment _ 


of artificial adhesions, and all adhesions (even inflammatory, 


though these are the toughest) stretch under tension.-— | 


I am, etce., 


Leeds, Die. 4th. E. R. Fuint. 


‘Sir,—In the British Mepicat Journat of November 25th 
is published the paper read at the Annual Meeting of the 
Association at Glasgow by Sir Arbuthnot Lane. He refers 


to Colonel McCarrison’s experience in the Himalayas, and - 
states that in nine years Colonel McCarrison did not see one | 
case of asthenic dyspepsia, of gastric or duodenal ulcer, of - 


appendicitis, of mucous colitis, or of cancer, and further states 
that he has obtained similar evidence from other medical 
men who have been engaged in practice for many years 
amongst the primitive races. 

Iam not in a position to express any opinion on the presence 
or absence of such diseases amongst the people of the extreme 
north of India, but venture to record my experience in 
Burma, lest it be assumed that freedom from these diseases 


is common ‘to all Eastern races, some of which, by the way, | 


I do not regard as “ primitive.” 

My experience has been gained as a civil surgeon in various 
parts of Burma, and for the last two years before coming 
home on leave in the General Hospital, Rangoon, where about 
two hundred laparotomies are done every year by the various 
members of the staff. The patients of Eastern races treated 
in that hospital are Burmese, Indians, and Chinese, and the 
Indians, who are much more numerous than the Burmese, 
come from all parts of India. 

My opinion is that gastric and duodenal ulcer and all the 
‘other diseases mentioned by Sir Arbuthnot Lane in the 
quotation given above are not at all uncommon amongst the 
patients we see. One very frequently sees cases of chronic 
dyspepsia which have lasted for years, and in which the 
history is typically that associated with a gastric or duodenal 
ulcer. One also sees in some of these cases well-marked 
evidence of pyloric obstruction. 

Cases of this sort would generally submit to operation at 
home, and the presence of such pathological conditions would 
be revealed by operation. But it is not easy to induce such 
patients in the East to submit to operation. In a consider- 
able number, however, coming within my own experience, 
and operated upon by my colleagues or myself, diseased 
appendices, gastric and duodenal ulcers, and malignant 
disease of the intestinal tract have been definitely proved 
to exist in Burmese and Indian patients, 

Further, many cases of general peritonitis, admitted to 
the Rangoon General Hospital during the two years that 
come within my own knowledge, have been proved at opera- 
tion to be due to acute appendicitis or to perforation of a 
duodenal ulcer. 

‘ Iam not sure whether Sir Arbuthnot Lane, in mentioning 

cancer” in the quotation given above, is referring only 
to cancer of the digestive tract or is speaking of cancer 
generally. I can personally recall very many cases of cancer 
in Burmese and Indian patients, in practically all parts of the 
body—tongue, floor of mouth, fauces, breast, liver, intestinal 
tract, rectum, and uterus. Indeed, malignant disease, in these 


races, is not at all uncommon, and I believe that, if more of 


the patients with very chronic dyspepsia that one meets with 
were willing to submit to operation, we should find that the 
pathological conditions revealed would be very like those met 
with at home. 

T should not like to say that such conditions are as common 
amongst Eastern races as among European: I do not think 


| (63 pages) on “ 


that they are; but I am convinced that they are very much — 

commoner, than is generally supposed, and that this opinion 

would be supported by medical men with experience in large ' 

hospitals in the East.—I am, etc., 
R. 


London, Dec. 5ih, Major I.M.S. 


PENAL DISCIPLINE. 

S1r,—Your review of Dr. Mary Gordon's Penal Discipline, 
at page 929 (November 11th), refers to a statement made by 
her that one in every eight of the girls at the Borstal Institu- 
tion at Aylesbury had to be put in irons. This statement, 
unless qualified, is likely to mislead the general reader. 

There were indeed thirty-three occasions in the year 
1920-21 on which a leather belt with swivel handcuffs (not 
irons) was used to prevent an inmate from injuring herself 
or others during a period of excitement; but of these thirty- 
three occasions one inmate (who afterwards committed 
suicide at Rampton) accounted for eight, and seven others 
accounted for fifteen, the remaining ten occasions being _ 
spread over ten inmates. 

The eight inmates who accounted for twenty-three of the - 
thirty-three occasions were all certified mentally deficient — 
while at Aylesbury, and subsequently removed to Rampton as 
being of dangerous or violent propensities; and the number of ° 
restraints found necessary in their cases was partly due to the 
fact that some time elapsed after their certification before 
they could be removed. ‘I'hus only eighteen inmates in all © 
were restrained out of the 269 girls who were inmates of the 
institution during the year. ‘When it is remembered that al] 
but a few of the inmates of this institution have led irregular © 
lives and are frequently in a highly excitable condition, the © 
necessity for these restraints is hardly rema: kable. 

Whilst no one will champion repression for its own sake, it 
must be admitted that unless these girls learn at Aylesbury 
to repress what are-to them “ normal instincts,” on occasion, 
they are very unlikely to succeed when, on discharge, they 
have again to try to live at peace with the rest of us.— 
Tam, ete., 

Wemyss GRantT- WILSON. 


The Borstal Association, 15, Buckingham Street, 
Strand, W.C.2, Dec. 5th. 


PSYCHO-ANALYSIS. 

Sir,—In the Journat of December 9th Dr. P. McBride 
virtually asks your readers, with reference to his recent 
correspondence with Dr. Steen, for replies to the questions: 
(1) What does Dr. Steen seem to believe and to have said? 
(2) Where is Dr. McBride’s mistake? As a reply to (1), 
I suggest that Dr. Steen seems to believe devoutly and 
steadfastly in the doctrines of psycho-analysis, which, as 
expressed in his own words (JournaL, November 25th), 
“concerns itself only with mental processes,” and, when 
formulating laws, employs “ psychological terms only.” He ~ 
also “seems to believe” that the conception of mental 
activity being accompanied by corresponding nervous changes ~ 
is an assumption of no value in psychological study, and 
to imply that this physiological conception is demoralizing. 
As to question (2), I do not find that Dr. McBride has made | 
any material mistake in the course of this correspondence. 
Further, it seems that Dr. Steen is not striving to establish 
any claim for psycho-analysis to be “scientific,” and is 
desirous of retiring from the controversy by declaring that 
“wild horses will. not drag him into a discussion of the 
relationship between mind and matter.” 
"In your issue of December 9th there is a very valuable ~ 
letter from Professor R. J. A. Berry of Melbourne University, 
which strongly supports Dr. McBride's views, and another 
from Dr. Henry Rayner, which is greatly to the point in this 
discussion, Bou 

May I refer Dr. McBride to the review by myself of a 
recent work on The Psychology of the Criminal, which was 
published in the JouRNAL of December 2nd, and deals to some 
extent with the matter of the principles and practice of 
psycho-analysis? I may add to these remarks that I agree 
with Dr. Steen in recommending such as may be interested 
in Freud’s theories to read Freud’s Introductory Lectures 
on Psycho-analysis, of which an English translation was 
published last year. A careful perusal of the first part onl 
“The psychology of errors” may throw muc 
light on the mental trend and dialectical method of the 
psycho-analyst.—I am, etc., 


December 10th. H. Bryan Donkin. 
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Sir,—The quotation from Hart in Dr. Steen’s letter of 
November 25th is a — example of what I referred to in 
my previous letter. I there tried to show that in order to 
put psycho-analysis on a true scientific basis it was necessary 
to ascertain the physiological activities on which the methods 
depend, and now we have Dr. Steen apparently supporting 
the directly opposite view that the physiological conception 
of mental disorders should be kept quite apart from the 
psychological cgnception. In the words of the quotation, 
“ Nothing but hopeless confusion can resu!t from the mixture 
of ‘brain cells’ and ‘ ideas.’ ” 

Whilst admitting that the word “ mixture” is hardly a well- 
chosen one in this connexion, we all can form an idea of what 
is meant, and it is not surprising that we have hopeless con- 
fusion when we have advocates of psycho-analytical methods 
endeavouring to support the contention that physiology and 
psychology can be kept in two watertight compartments as 
far as one’s conception of them is concerned. 

I have difficulty in making out exactly what conception Dr. 
Steen has of mental processes and disorders. In one of his 
previous letters he seemed to imply that mind can show itself 
without physiological nerve and brain activity; now he assures 
your readers that he believes nothing of the sort. Iam afraid 
that nothing but hopeless confusion can arise unless students 
of disorders of mind keep clearly before them the fact that 
there is a physiological basis for all the psychological terms 
they use, and until psycho-analysts recognize this, and are 
able to produce a feasible working hypothesis based on it, 
they will fail to put their practice on a sure scientific basis. 

Believing as I do in the limited use of psycho-analysis as 
a method of treatment, as apart from many of the theories, 
etc., on which it is based, I believe this is not impossible. To 
study the subject on the principle of the sentence from Hart 
is as if one went to investigate the products of a factor 
where defects in the articles produced had been discove 

. and left outside the scope of the investigation the machinery 
through which the articles passed from. the raw material to 
the finished product. 

The whole argument can be shortly put thus: Can mental 
disorders exist without disease of or irregularities or altera- 
tions or modifications of the normal physiological action of 
nerve and brain cells? If not, then, instead of keeping 
“brain cells and ideas” in two watertight compartments it 
is more scientific, and would be more fruitful of results, if 
the relationships of the one to the other were never lost sight 
of in the study and discussion of all neurological and psycho- 
logical questions. We would then see much fewer purely 
metaphysical terms used in the discussions on psycho- 
analysis, suggestion and auto-suggestion, hypnosis, and faith 
healing. Dr. McBride has given a quotation from Stewart 
Paton; let me quote to the same effect from Ferrier, who 
has done so much to place the study of cerebral action on a 
scientific basis : 

** We have no proof of subjectivity or modifications of conscious- 
ness apart from the action of the cerebral hemispheres, but we 
have no reason to believe that anything is superadded, or that the 
action of the cortical centres is of a different order from that of 
the most simple nervous appecates, but rather that between the 
simplest reflex action and the most complex cerebral process there 
is a continuous unbroken gradation.” 

—I am, 


Leith, Dec. 3rd. Exper, M.D., F.R.O.P.E, 


PSYCHIATRIC CLINICS. 

Sir,—Having had experience of the great value of out- 
patient treatment of the neuroses, psychoneuroses, and earl 
psychoses, I desire to support very strongly the appeal mre | 
Dr. R. H. Steen makes so forcibly in your issue of November 
18th for the establishment of a special institution for psycho- 
therapy. That there is need for such an institution for the 
civilian population is only too clear, and the present position 
of almost complete inaction is probably only the expression 
of a feeling of despair at the magnitude of the task to be 
undertaken. Nevertheless, the time has certainly arrived 
when something should be done in this matter, and there 
can be little doubt that never has the opportunity for 
pressing the need for such treatment been so favourable as 
now, when so large a proportion of the general public are 
evincing such unmistakable interest in psychological 

roblems. 
' It will hardly be denied that the patient suffering from a 
minor mental disorder (generally erroneously called a “ func- 
tional nervous disease”) is the bugbear of the practitioner 


who has no knowledge of modern psychological methods, 
who neither knows how to deal with the lass porsenally ail 
how to obtain the treatment which he knows is required, 
unless indeed the patient is in a position to pay substantial 
fees to a specialist in psychological medicine. The result ig 
disastrous. The huge majority of cases receive no treatment 
worth the name, and therefore go from bad to worse, and thig 
only because they cannot obtain the help which ought to be 
placed within their reach, and which indeed is now at hand. 

Experience goes to show that in the vast majority of 
instances the ideal method of treatment is at an out-patient 
clinic, for it iseminently desirable that wherever possible the 
patient shall continue his employment and remain in hig 
ordinary environment while under treatment. Only in those 
cases where the home conditions are insupportable, or close 
observation is necessary, or where out-patient treatment 
cannot be provided within a reasonable distance from the - 
patient’s home, is in-patient treatment in a hospital either 
necessary or desirable. Indeed there is a positive danger in - 
many cases that admission to hospital may produce the 
condition of “hospitalization” and make the patient unwilling 
to face the ordinary cares of life. Nevertheless, a clinic 
should be linked up with a hospital where selected cases ma: 
be admitted, and preferably both should be staffed by the 
same personnel. 

The staff, as Dr. Steen ‘suggests, should be comparatively 
numerous, to permit of wide choice of physician for indi- 
vidual cases, and to allow also for transfer from one physician 
to another when the element of personality, either in the 
physician or the patient, is interfering with progress. The 
staff should also include specialists in the treatment of speech 
defects, as stammering is so common in the cases requiring 
treatment, and a gymnasium for re-educational exercises is 
definitely of benefit in those cases where there is a want of 
muscular co-ordination and in cases of functional paralyses 
and pareses. For those who are unemployed or whose form — 
of employment is unsuitable it is well to provide workshops 
where occupational therapy can be carried out, and the 
patients trained either in the habit of working, which many 
have lost, or in new spheres of greater usefulness. 

It is, of course, only in the larger centres of population 
that such a scheme could be carried out fully; but even in 
the smallest town something in the nature of a psycho- 
therapeutic clinic could readily be provided with inestimable 
advantages to the community as a whole, and there is no 
doubt that this would be welcomed by the civilian population. — 
In these days of high taxation and of high rates it is unlikely 
that public bodies will be able to afford financial assistance 
for the establishment of an institution for psychotherapy. 
It is therefore earnestly to be hoped that some open-handed — 
philanthropist of broad outlook will make the same provision 
for patients needing out-patient treatment as did the late 
Sir Ernest Cassel, shortly before his recent death, for those 
requiring in-patient treatment.—1 am, etc., 

London, N.W., Dec. 9h. H. E, Davison, M.D. 


“THE DAWN OF THE HEALTH AGE.” 

S1r,—The late Professor Benjamin Moore of Oxford in his 
book, The Dawn of the Health Age, wrote: 

‘At the present moment we possess sufficient knowledge of 
medical science to enable us to save at least three hundred 
thousand lives every year in this country alone. Anything more 
futile, less scientific, more hopelessly absurd than the present 
method of dealing with disease can scarcely be conceived.” 


I think most of us will agree with these statements. At 
present prevention is left mainly to medical officers of health, 
a small minority of the profession, whose sphere is narrow, 
who are burdened with ancient statutes and hindered by the 
trammels of present conditions. When we turn our general 
practitioners on to prevention, when we give to each, let us 
say, three hundred families to keep well, then we may hope 
for progress. Already we have medical inspection of school 
children, and therefore men who have gained experience in 
this new and promising field. Why not extend this system 
to the whole population ? 

The record cards of the school children would be handed to 
the medical men, whose business it would be to continue the 
inspection and the records, right through life. Some day 
these records, when tabula and correlated, would add 
immensely to our knowledge of the causes of disease and to 
our ability to prevent disease. General medical inspection 
would make us familiar with the early stages of disease, and 
also with the still earlier departures from strict health, before 
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Hthe subject is a wide one, and I do not wish to wander far 


e manifest to the ordinary observer. Medical 
o-day are largely a thin of patches and in- 
lling for unification under the Ministry of 


afield. As a nation we may not be quite ready financially 


and otherwise to embark on this undertaking, but 1 wish to 

suggest that the subject should receive attention, as it may 

goon come within the range of practical politics.—I am, etc., 
Cambuslang, near Glasgow, Nov. 27nd. J. A. WILSON. 


POSITION OF INSANITY IN CRIMINAL LAW. 
Sir,—I had the good fortune to be present at the recent 
meeting of the Hunterian Society when the psychological 
aspect of crime was discussed by alienists and legal luminaries. 
As an onlooker may I venture to say what the discussion 


ed to me to indicate? 
“Pte int is the aspect of crime as seen by 


The medical standpoi 
the psychological expert. That of the eminent barristers 
present is the inability of a jury to grasp psychological issues. 
The jury has to accept the judge’s ruling on legal points; it 
should similarly accept ruling on far more difficult psycho- 
logical questions. 

Medical experts are not satisfied that the rulings on 
psychological issues are in accordance with modern medical 
kuowledge. A gap occurs between the alienists’ knowledge 
a:d its reception by the jury. In the Admiralty Court, in 
ceriain cases, the judge is assisted by expert assessors. Might 
not the gap between the intelligence of the jury and the 
knowledge of the expert alienist witnesses be similarly 
bridged over? As an alternative might not a small jury of 
alienists take the place in such cases of the decadent grand 
jury? The whole issue is that there is a gap, and that this 
is against a fair and proper hearing. Incidentally, may I note 
that the protection of a convicted person by the existing safe- 
guards seems to lead to an ignoring of the penal effect of the 
conviction. 

1 should like to be informed whether psychology is one of 
the compulsory subjects taken by students preparing for the 
Bar? And how far the study of this subject is carried before 
~ and after being called ?—I am, etc., 


_Wirchester, Nov. 28th. F. R. Humpureys. 


INSULIN. 

Sir,—So much prominence has been given to the“ insulin ” 
treatment of diabetes that it is perhaps not out of place to 
review the steps which have led up to the production of this 
new remedy. ; 

Although diminution in the blood sugar of depancreatized 
dogs on administration of pancreatic extract had frequently 
been observed, notably by Muilin, Kleiner, and Paulesco, yet 
no results of any value had been obtained by this method in 
the treatment of human diabetes. On the contrary, it has 
been said that the administration of such extracts to human 
beings is not unattended with danger. 

It occurred to Drs. Banting and Best that the cause of ihis 
failure probably lay in the fact that in the course of prepara- 
t'on of the extract the hormone supplicd by the islets was 
destroyed by the proteolytic enzyme liberated from the acini. 
They therefore set about to find a method by which the 
pancreas could be obtained relatively free from active acinous 
tissue. Now it is one of the best established facts in 
physiology that the proteolytic enzyme exists in the pancreas 
in an inactive form—trypsinogen— which is activated normally 
only on contact with anotl:er ferment, entcrokinase, secreted 
by the small intestine. It is indeed activated on autolysis of 
the pancreas whole or macerated at body temperature, but 
ouly slowly. If this is true rapid maceration in a half-frozen 
condition is hardly likely to cause any appreciable activation. 
On the other hand the establishment of the thesis of Banting 
aud Best carries with it implicitly a proof that trypsin is 
active even when in the pancreas. This question, therefore, 
is important to the subject of digestion as well as to that of 
diabetes. Moreover, it is clear from reading the recent 
correspondence on the subject that many who have engaged 
in it are under the impression that Banting and Best have 
completely established this important point. 

At first Banting and Best! caused the acinous tissue to 
atrophy by ligaturing the ducts. Ten weeks later extracts 
were made from the degenerated gland by rapid maceration 


1 Banting and Best: Journ. Lab. Clin. Med., vol. vii, 1922, No. 5. ». 1. 


in a partially frozen condition and given to depancreatized 
dogs. In the first experiment, which is described as “not 
conclusive,” the dog was abnormal in that practically no 
sugar was excreted except when sugar was orally given. 
Administration of 25 grams of sugar raised the blood sugar 
from 0.18 to 0.33, and 15.88 grams were recovered from the 
urine in fivehours. Three days later, the blood sugar being 
0.20 and the urinary sugar nil, degenerated pancreas was 
given. (The dose is not clear, for the text says 4c.cm. but 
the chart 5c.cm.) Blood sugar fell to 0.12. Two further 
injections were given, the blood sugar being 0.11 per cent. 
20 grams of sugar were then given—the text says at 12 a.m., 
the chart says at 2 p.m. The discrepancy here is important, 
for if the chart is correct the sugar had begun to return to its 
previous level before the sugar was given; if the text is 
correct the rise in blood sugar is at least partly due to the 
sugar given. With three subsequent injections of degenerated 
pancreas the blood sugar remained at about 0.20. Of the 
20 grams injected only 0.21 was recovered in the urine. But 
there was practically no urine and the animal was dead 
next day. Truly, as the authors admit, no conclusions can 
be drawn from a moribund animal. The experiment onl 
indicates that the degenerated pancreas lowered the blood 
sugar temporarily. 

The second experiment was conducted on similar lines. 
The first fact which strikes one is that on August 12th, 
although six doses were given, amounting in all to 46 c.cm., 
the blood sugar — rose until the last dose was given, 
when it began to fall. On the next day, under the influence 
of huge doses (72 c.cm. in all), blood sugar was reduced toa 
normal level. On August 14th 30 ccm. of extract drove the 
blood sugar from 0.18 to 0.06, with, however, recovery in five 
hours. So far, then, this experiment shows that with very 
large and frequent doses blood sugar falls temporarily, but 
that with moderately large doses the blood sugar is not 
reduced. 

The authors then attempt to show the superiority of the 
degenerated over the normal gland. The following table, 
taken from their chart, shows the result. 


Daration of © 
Suppressed 


| B'ood Sugar. 
Blood Sugar.* 


Late. Extract. 
Before.| After. 


Aug.15 .. c.cm. degenerated 0.30 0.17 hocrs approxi- 
giand with HCl mately. 

Aug. 15 ...|10 c.em. degenerated} 0.28 0.24 | One hour. 

giand with NaOH 

Aug. 16 ...|10 c.cem. degenerated) 0.30 | 0.18 | Two anda half hours. 

gland, neutral 

Ang.17 .../10 ¢.em. whole g'and,! 0.30 0.16 | More than 7 hours, 

fresh, cold but prevented by 

next injection. 

Aug.17 ... 10 c.cm. whole gland) 0.21 0.15 | More than 6 hours, 
with HCl but prevented by 

next injection. 
Aug. 18 10 c.cm. whole gland} 0.16 0.14 Ten hours. 
with NaOH 


* That is, time taken to return to about 0.30. 


From these facts the authors draw the astonishing con- 
clusion that the whole gland is much weaker than the 
degenerated. But a glance at the chart is sufficient to 
convince anyone that the only reasonable conclusions that 
can be drawn are: 


1. That the whole gland extract is more effective than the 


degenerated. 
e That the extract from the whole giand causes a much more 


lasting effect than does that from the degenerated gland. Had 
the two injections on August 17th been given a fair chance the 
superiority of the normal would doubtless have been still more 
striking. 

We may now pass to the third part of the experiment. 
This is intended to show that instead of tying the ducts the 
acini can be exhausted by continued injections of secretin 
and prolonged stimulation of the vagus. Now it is well 
known that all — to show histological changes in the 
pancreas indicative of exhaustion have failed. The authors’ 
criterion of exhaustion—namely, the large amount already 
secreted—is therefore quite unjustified. ‘To establish their 
point Banting and Best have to show that the gland which 
they say is exhausted really is exhausted. This can only be 
done by demonstrating the absence of the three ferments by 
the ordinary methods. This they have neglected todo. — 

' They found that the “exhausted” gland incubated with 
saline was still potent. This fact they quite unjustifiably 
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take to show that there is no proteolytic ferment left. But 
in the absence of direct proof of exhaustion this experiment 
shows clearly that the hormone is not age by anything 
in the acini on two hours’ autolysis. Thus their main 
contention falls to pieces. 

On August 20th 24 ccm. of the “exhausted” gland 
lowered blood sugar from 0.33 to 0.071, and with subsequent 
injections it was maintained at this level. On the following 
day 10 c.cm. “ exhausted” extract incubated two hours with 
pancreatic juice were injected. The effect was trifling. The 
conclusion which they draw is that the active principle 
had been destroyed by the ferment. It may be remarked, 
however, first, that this last dose was much smaller than the 
first; and secondly, we are not told whether the pancreatic 
juice was active or not. Presumably it was active, for 
“active” pancreatic juice is mentioned in a similar experi- 
ment performed later. 

The third. experiment shows that large doses of de- 
generated creas lower the blood sugar for a time, and 
that the active principle is destroyed on boiling. The experi- 
ment was performed on an animal dying of a “ widespread 
abdominal infection.” 

The fourth experiment deals again and in a similar manner 
with an “exhausted gland.” The criticisms made above 
apply here. The authors have neglected to perform the one 
cructal experiment. They have not shown that the active 
principle an the normal active gland is destroyed on self- 
ancubation—that is, in the absence of activated pancreatic 
wice. 
‘ Finally, in this experiment, an extract from the “ partially ” 
exhausted gland of the cat was given. It provoked a general 
reaction. From this the remarkable conclusion is drawn 
that extracts from “ more or less exhausted glands” produce 
symptoms of toxicity. 

The fifth experiment is apparently to show that a part of 
the pancreas in which degeneration has occurred is more 
effective than the processus uncinatus, which is not 
degenerated. On referring to the chart, however, it appears 
that the first dose (10 c.cm.) from the undegenerated part 
is more effective than the first dose (20 c.cm.) from the 
degenerated part. True the second dose from the normal 
part failed, but then it took four strong doses from the 
degenerated part to push the blood sugar downto its normal 
level. 

The facts which may therefore be learnt from these 
experiments are: 

1. That both the normal and degenerated glands cause a tem- 
porary fall in blood-sugar. 

= a the normal gland is actually superior to the degenerated 
and. 
. 3. That the active principle is destroyed in vitro by active 
pancreatic juice. 
On the other hand the experiments do not prove— 

1. That the degenerated is superior to the normal gland. 

_ 2, That the active principle is destroyed by unaciivated pancreatic 
uice. 

‘ 3. That the acini can be exhausted by prolonged secretion. 

Two things are to be regretted: first, the inequality of the 
dose—frequently a larger dose was given for the test than 
for the control; secondly, the absence of any record of the 
fluctuations in blood sugar after removal of the pancreas but 
before administration of the extract. 

Having therefore failed to establish their main thesis, 
but encouraged by a complete misreading of their results 
(I challenge any unbiased person to read the paper carefully 
and come to any other conclusion), Banting and Best? then 
proceeded to investigate further methods of preparing a 
hormone free from the destructive action of ferments. 
They tried foetal pancreas, in which, according to Ibrahim, 
the acinous tissue is not developed. The first experiment is 
illustrated by a chart which is difficult to follow, inasmuch 
as the blood was withdrawn for sugar determination usually 
at the same time as the injections were given. It appears, 
however, that injection of foetal extract in several doses on 
November 17th and 18th reduced the blood sugar from 0.30 
to 0.08, but that injections from November 20th to 22nd had 
no effect. Later injections caused toxic symptoms which 
proved fatal. The second experiment shows that foetal 
pancreas is as potent as the degenerated. It is important to 
observe that no comparison has been made between foetal 
and normal adult pancreas. 

At this stage in the proceedings Banting and Best com- 
pletely change their method, for they now make an alcoholic 


2 Banting and Best: Ibid., vol. vii, 1922, No. 8, p. 3. 


extract after the manner first adopted by E. L. Scott: an 
alcohotic extract first of foetal then of normal adult pancreas, 
Reduction of blood sugar again occurs, but here again there 
is no comparison made between the effects of the alcoholic 
and those of a watery extract in the same animal. The 
superiority of the alcoholic extract therefore remaing 
unproved. Still with an alcoholic extract the danger of 
producing toxic symptoms is present, so that clearly the 
‘problem is not a question of removing the proteolytic enzyme, 
From this point the research jake on quite a different 
aspect, the problem being to produce a non-toxic rather than 
a not — substance. As Collip, one of the collaborators, 
remarks ; 


“The problem was to remove most of the protein and salts and 


all of the lipoid material from the extracts without destroying the - 


active principle.” 


At the moment a modification of Scott’s method seems to be 
used: extraction with 80 per cent. alcohol and subsequent 
purification. What Banting and Best have failed to realize 
is that in so radically changing their method they have 
abandoned the principle from which they started and which 
they never proved. 

he conclusion we come to, therefore, is this: the pro. 
duction of insulin originated in a wrongly conceived, wrongly 
conducted, and wrongly interpreted series of experiments. 
Through gross misreading of these experiments interest in 
the pancreatic carbohydrate function has been revived, with 
the result that apparently beneficial results have been 
obtained in certain cases of human diabetes. Whether insulin 
will fulfil its promise time alone will show; but I venture to 
believe that whatever success the remedy will have will be 
found to be due to the fact that the hormone has been 
obtained free from and other toxic 
substances. The experiments of Banting and Best show 


conclusively that trypsin qua ferment has nothing whatever . 


to do with it.—I am, etce., 
Fr. Roserts, M.D., M.R.C.P. 
Physio‘ogical Laboratory, Cambridge, 
Nov. 3.th. 


THE ROYAL COLLEGE OF SURGEONS OF ENGLAND: 
MEMBERS AND THE COUNCIL. 

S1r,—Will you fayour me with space in your JourNAL to 
refer to the receut proceedings at the annual meeting of the 
Royal College of Su-geons of England, and per ‘c.ilarly to the 
President’s remarks at its close ? 

For over twenty years a claim has been advanced by 
Members, frequently supported by distinguished Fellows, for 
representation by Members of their point of view, as general 
practitioners, at the Council board. The position in our 
College is unique. The Members originally constituted the 
College. A “new order of Members,” called “ Fellows,” were 
self-elected (without examination) in 1848, and became the 
functioning authority, and obtained a Charter which decreed 
that only Fellows should vote for the election of the Council. 
That is to say, a graft of 1,700 Fellows alone have the 


franchise and power in the parent body of 18,000 Members. 


This obvious injustice has never been defended. So strongly 
did the late Timothy Holmes fee! on this matter that when 
Vice-President he declined the President’s chair, being un- 
willing to preside over a Council of whose mode of election 
he did not approve. Last year no annual meeting took 
place, as the President declared there was not the necessary 
quorum of thirty, although there were in the theatre twenty- 
nine male Members and one female Member, and in the 
adjoining room many members of Council, whom the President 
admitted were there but did not attend so that a quorum 
could not be formed. To increase the difficulty of forming 
a quorum in future a new by-law has been introduced-- 
contrary to all precedent in similar bodies—declaring that 
the Council and President shall not count towards a quorum. 
This attempt to deprive Fellows and Members of their one 
and on!y opportunity in the year for expressing their views 
is not worthy of the President and Council of this great 
College. At the end of the meeting, when no. reply was 
allowed, the President advanced for the first time in this 
controversy, without alluding even remotely to the merits of 
the question, the Council’s reasons for. refusing the claim of 
the Members under three heads. 
The first declares 

‘‘ that the present electorate of 1,700 Fellows is a thoroughly repre- 
sentative one, that a very large number of the Fellows are in 
general practice, and that it was wrong to assume that the Fellows 
were all engaged in work as consulting surgeons.” 
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I would point out that this electorate is less than 


ut it is true that all the Council are. There 
see te rl a general practitioner, Fellow or Member, on 
the Council, and it is not likely that there ever will be, on 
the present franchise, as the majority of the Fellows are 
consultants. So, most certainly, the Council cannot be said 
to be a representative one, when, of 18,000 Members 16,000 
have no direct representation at the Council. 

The second point states 

“that the Council are uot prepared to advocate measures in 
opposition to the opinions of a large number of the present 
electorate.” 
That is to say, the Council entrenches itself behind its own 
privileges, and refuses to surrender any of them in the 
interest of fair and just representation, which undoubtedly 
would improve the relations existing between the Members 
and the Council and be for the mutual advantage of Fellows 
and Members. Moreover, the President ignores the fact that 
some years ago the Asscciation of Fellows passed a resolution 
in favour of the Council granting Members a share in the 
management of College affairs. 

The third point was 
“that there was no evidence before the Council of a widespread 
demand by the Members for an amended charter, and very few 
Members came to the meeting to support the motions of the 
Society of Members of the College.” 

For a quarter of a century Members have argued hard, and 
fought hard, for this change, and with marvellous patience 
and perseverance, at each annual meeting—their only oppor- 
tunity. Rarely was there a single Member present who was 
out of sympathy with this request. ‘The Members may well 


reply that all the evidence is in the reverse direction. At no. 


time during this agitation has there been any indication that 
the main body of Members are not desirous of the reform 
asked for in their name.—I am, etc., 
RepmonpD Rocue, 
President of the Society of Members of the 


1, Eccleston Square, S.W., College of Surgeons of England. 


Dec. 9th. 


INDIRECT ADVERTISING. 
S1r,—On reading the account of the discussion on the above 
topic at the meeting of the General Medical Council on 
December Ist I was astonislied to find a total ignorance of the 


‘part played by the ordinary journalist writing in the lay 


press. It seems to be supposed that every paragraph com- 
plained of is inspired by, and even sometimes paid for by, the 
medical man named. I venture to say, both as a journalist 
and as a medical man, that such is certainly not the case. 
The public interest in medicine and in medical men is so 
great nowadays that the “news” editor of the daily press 
seeks such paragraphs as being of public interest. If a 
prominent man is operated upon the man in the street likes 
to know who did it, and the wise journalist tells him. If the 
big politician consults Sir X. Y. about his health he does not 
always conceal the fact from his friends, and the astute 
paragraph writer does not miss the item for his column in 
the “Daily Inkpot.” The press has a right to record the 
work and doings of all public men—irrespective of their 
wishes—and prominent medical men are interesting public 


men. This of course has nothing to do with the obviously | 


paid paragraphs of “‘moves” and “addresses.” The public 
do not care for such items of news, but the public do 
care to know who cut off Lady So-and-so’s leg or the 
name of the “famous surgeon” who is attending a 
popular actress for appendicitis. No reporter worth his 
salt would fail to find out such information. And are 
the surgeons in question to be put in Dr. Bolam’s 
pillory because the penny-a-liner has earned his pennies? 
What have they had to do with it? Again, a prominent 
doctor reads a paper at a popular congress. It is widely 
discussed. His remarks are of public interest, and being 
80 constitute a big advertisement for the doctor. Why 
not? The answer is, Because some unknown members of 
the profession never get the same chance. The idea is con- 
temptible. It springs from the lowest form of emotion— 
jealousy. It has no other basis, and it constitutes a very 
common failing in our profession. One sees it constantly in 
medical life—‘‘my opponent,” “the opposition,” applied to 
those who should be regarded as colleagues in the noblest of 
all professions. One could multiply instances of professional 


the total constituency of the College; that it has. 
never beén asserted that all the Fellows are consulting 


| 


irritation at success in others, but it hardly seems worth , 
while. The point I wish to emphasize is, that whatever . 
rules and regulations may emanate from Dr. Bolam as a sort 
of medical sin-smeller, are likely to be utterly disregarded by 
those who uphold the liberty of the press and the right of the 
public to be informed about men and matters, medical or 
otherwise. I have no personal interest in this matter of 
advertisement as a doctor.—I am, ete., 
December llth. A JouRNALIST AND Doctor. 


THE SMALL-POX OUTBREAK AT POPLAR 
WORKHOUSE. 

Si1r,—The following note regarding an outbreak of small- 
= that occurred in the burgh of Kirkintilloch in November, 
920, may not be without interest. There were 33 cases, 32 
of which were infected directly or indirectly by the first case; 
this was a child, 12 years of age, unvaccinated, whose 
symptoms were comparatively mild, and whose illness was 
diagnosed as chicken-pox (this occurred before chicken-pox . 
was compulsorily notifiable); after a few days in bed she 
was able to be up and about; she infected in the first place 
her five brothers and sisters (all unvaccinated) and her 
parents (vaccinated in infancy only); these first 8 cases of 
the outbreak all made complete recoveries; of the succeeding. 
25 cases 11 died. In all, 19 cases were unvaccinated, o 
whom 7 died, a mortality of 37 per cent.; but if we exclude 
the comparatively mild cases occurring in the 6 un- 
vaccinated children of the family where the outbreak 
originated, there remain 13 cases (of whom, as stated above, 
7 died) with the high mortality of 54 per cent.; it should be 
further added that the ages at death were from 5 to 11 years, 
a period of life when mortality is fairly low and resistance to 
disease good. 

The numbers involved in this epidemic are of course too 
small to permit the making of any general inference ; but 
they show that at least one outbreak originatcd in a mild 
case where the symptoms were not masked by vaccination, 
and though commencing with a mild type of the disease 
(among the unvaccinated) it rapidly became virulent.— 
I am, etc., 


Bishopbriggs, Dec. 10th. Jas. B, MILurr. 


Sir,—Dr. Millard will not admit that an unmodified case of 
small-pox can walk about, but states that the man would be 
too ill and would send for his doctor. In the Milroy lectures 
for 1919 Dr. McVail mentions the case of a man with a 
fully developed and abundant eruption who was discovered 
seated in a place of public resort (George Square) in Glasgow. 
In the British Mepicat, Journau for April 19th, 1919, Dr, 
Millard said that— 


~ “Infantile vaccination as a State institution aiming at the uni- 
versal vaccination of infants has been living on a reputation 


‘largely based on prophecies pow proved to have been erroneous; it 


is already discredited by the large masses of the population, and 
is rapidly becoming obsolete. I submit that the time is ripe for 
a reconsideration of the question whether it is any longer really 
necessary.’’ 


If Dr. Millard’s suggestion were followed, then we would 
witness a repetition of the Gloucester disaster wherever 
small-pox commenced. Gloucester, like Leicester, neglected 
vaccination. As Dr. McVail said, “Its representatives told 
the Royal Commission about the cleanliness of their fine old 
city, and called attention to the freedom from small-pox ”— - 
and then the deluge in 1895-96. The type of infection was 
severe, and the 48 beds grew to 318. Vaccination and re- 
vaccination became the rage, and Gloucester became the: best 
vaccinated town in the British-Empire. As I write, I have 
before mea photograph of a portion of the Gloucester cemete 
showing the graves of 279 unvaccinated children under 
10 years of age who died in the 1895-96 epidemic, together 
with one child out of more than 8,000 who were vaccinated 
before or during the epidemic. And Dr. Millard’s reply to 
the weeping mothers is that “the premium t> be paid (in the 
form of so much vaccination) is out of all proportion to the 
risk to be insured against.” q 

Unvaccinated children, attacked by small-pox, tend to die. 
What a price to pay for a theory! We have no guarantee 
that the first case of unmodified small-pox. occurring in 
Dr. Millard’s unvaccinated city in the clouds would be dia- 
gnosed in time. Very many doctors have not seen a case of 


small-pox. 
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Though surely unlikely nowadays, there is, too, the point 
mentioned by Dr. Spencer Low in his report on the Dews- 
bury epidemic of 1904—“ Non-notification of cases in many 
instances meant concealment of cases.” What about tramps? 
A sick tramp, with the amelioration of symptoms not 
unknown when the rash appears, might wend his way toa 
lodging-house. Dr. Wanklyn mentions a case where a sani- 
tary inspector recognized the disease through observing the 
soles of a tramp’s feet projecting from the end of the bed. 

Will Dr. Millard, who is one of the most respected and 
hard-working medical officers of health in England, kindly 
answer a question? Suppose that small-pox came to 
Leicester and killed some unvaccinated children of 7 years of 
age, and the fathers came to Dr. Millard’s office and said : “ We 
are but labourers; we took your advice that vaccination in 
infancy was ‘discredited’ and ‘obsolete,’ so we did not 
vaccinate our children. The disease has killed our bairns, 
but the vaccinated children are alive. What is your reason 
for your belief?” What would Dr. Millard say to those 
bereaved parents ? 

Dr. Millard’s way is the easy way, the popular way, until 
the day of reckoning comes. My way—vaccination, re- 
vaccination, and a third course—is the hard way, the unpopular 
‘way, made more hard and unpopular by the propagation of a 
theory not held by one doctor in a thousand.—I am, etc., 

Cuares S. Tomson, 


Medical Officer of Health. 
Town Hall, Deptford, S.E.14, Dec. 5th. 


THE RADICAL PREVENTION OF VENEREAL 
DISEASE. 

S1r,—The purpose of my letter of October 7th was to call 
attention to the historical fact that the highest ideals are 
in reality the most practical and fruitful of results in the 
long run. 

In reply, correspondents have reiterated the familiar state- 
ments that “ high moral ideals are impracticable,” that there 
is “too much human nature about humanity” for their 
success. One correspondent seems to say we have made no 
advance on Moses’ system. Consistently with this view, he 
argues that a morality of selfish discretion, based on fear as 
a motive, is the only practical one available for us. Do those 
who make these statements realize their position? It 
implies reverting to the moral system of 1,900 years ago. 
It is simply relinquishing the moral gain of the Christian era. 

As evolutionists—to take no higher ground—we are bound, 
surely, to protest against this attitude, The history of the 
Christian era has exposed the fallacy of the statement that 
“high moral ideals are impracticable.’ It is made so 
commonly as to be almost regarded as an axiom, instead of 
the fallacy that it is. It is an atavistic, degenerate, retro- 
grade statement! It reveals the deserter from the cause of 
evolution and progress. It is unchristian—obviously. It is 
the first step on the slippery slope of Bolshevist morality. 
—I am, etc., 


Sheffield, Dec. 6th. HERBERT CAIGER. 


Siz,—The periodical discussions on this subject have 
become very wearisome. We are continually reminded by 
the same disputants of their specific prophylactic measures 
supported by the same stereotyped “arguments.” But what 
does it all amount to? Nothing. At the beginning of the 
war, when venereal diseases were raging in Egypt, I was 
requested to superintend the European Lock Hospital, and 
did so for some time. The conditions existing in the 
“hospital” were found to be appalling; as instances, 
specula were never sterilized after use in each individual 
case, after inspection or treatment; douche nozzles the same; 
and, most incredible of all, the matron and staff were com- 
pelled (there was no other alternative) to use the same 
lavatories and baths as diseased patients. 

Notwithstanding the faulty system of administration, etc., 
after considerable experience the conclusion is irresistible 
that there is but one way of dealing with such diseases, and 
that is by isolation in conjunction with segregation. Treat 
the victims as if they were suffering from small-pox or other 
contagious diseases, and we will be spared the reiteration of 
shibboleths and moral platitudes. Although such a system— 
which according to the moralists “legalizes vice’—has been 
tried in various countries it cannot be admitted that it has 
been attended with any great measure of success, but this 
because, except in some parts of Germany, it has never been 


pro ly carried out. Take, for instance, the conditions briefly 
outlined as existing in Cairo: is it fair to condemn a system 
of prophylaxis carried out under such ghastly circumstances, 
more calculated to spread disease than to prevent it ? 

The fact is that this peculiar branch of medical practice 
has never been divorced—as it should be—from its moral 
aspects, and appears to be only too frequently associated with 
incompetence and callousness and to rest on a corrupt basis, 
Perhaps not the least regrettable fact in connexion with thig 
unsavoury controversy is the prominent part taken in it b 
women. It may be that they are overtaxed by our social 
system of to-day; if such is the case the standard of civiliza. 
tion which exacts so much from their biological requirements 
cannot survive indefinitely.—I am, etc., 


Cairo, Nov. 23rd. T. GERALD Garry, 


HOSPITAL POLICY: THE REPORT OF THE 
COUNCIL. 

Sir,—As the Council have not accepted the amendment of 
Dr. Brackenbury, although it gained a majority of votes at 
Glasgow, and undoubtedly reflects lay opinion, I would review 
their policy once again. It had origin in a few hospitals of 
great industrial centres, whose staffs, during the early post- 
war boom in trade and wages, had been grievously exploited 
by well-paid workmen, who declined any inquiry into their 
financial state. For. such areas the Leicester motion ig 
entirely suitable, but they are a small minority. Nevertheless 
certain of the Council and Hospitals Committee, with all the 
ardour of proselytes, initiated a campaign to enforce this 
licy upon all. Ou December 18th, 1920, an immense agenda 
t, whereon the Leicester was but No. 26 of twenty-eight 
motions, was posted for a meeting actually to be held within 
two days of its receipt. Although by far the most important 
and contentious motion, its discussion was postponed to the 
last hour, and we were strongly urged to pass it nem. con. as 
another meeting was due shortly in the same room. Of 
course the promoters of this motion and their converts held 
the field. Moreover, Mr. Eccles succeeded in conveying the 
impression, which exerted great influence, that the staff of St. 
Bartholomew's Hospital favoured this policy, which they have 
since condemned. This was what Mr. Harman described 
afterwards as a “keen debate’! Scarcely more valuable 
was the vote at Newcastle. The all-important motion 
occupied nine lines in fifty-four double-column pages of the 
report of the Council; it was never alluded to again, and 
was absent from the agenda. Naturally few Divisions had 

iven it a thought, and once more the full weight of 

ouncil and Committee was brought to bear on an audience 
7 unprepared. Mr. Harman, indeed, stigmatized sound 
amendments as “weakly, sickly, and sentimental,” having 
himself in December put forward sentiment as the main 
excuse for the survival of that voluntary system for which, 
as so “lovable,” he pleaded with much eloquence, Moreover, 
while vigorously expluiting that hasty vote of December, the 
value of which I have indicated, he ignored entirely that in 
February of Scottish staffs, who, after two months for con- 
sideration, had condemned his po!icy—a graceful compliment 
to the President-elect. Dr. Brackenbury’s amendment, if 
thereto be added the rider of Dr. Fothergill, entirely meets 
the case, for “maintenance and accommodation,” as distinct 
from treatment, are lay functions, and have not, like the 
latter, greatly increased in cost, nor is there difficulty in pro- 
viding them at home. The cost of maintenance, excluding 
all treatment and nursing, is, in our hospital, but 30s. a week, 
and should not greatly exceed this sum elsewhere. Those 
patients who can be certified by a hospital official as able to 
pay only 2s. 6d. to 30s. weekly are the thrifty poor, and none 
other. It will be an ill day for our reputation, and a deadly 
blow to the voluntary system, when.the “ honorary” staffs of 
‘voluntary ” hospitals, while retaining their title and prestige, 
and all those indirect emoluments well known to laymen, 
attempt, quite certainly in vain, under any species of 
camouflage by the use of titles such as “peppercorn” and 
the like, to deny their free service in these institutions to the 
thrifty poor. As for the risk of “ manipulation,” let us invite 
representatives of approved societies to a conference, and 
come to some agreement with them, as has already been done 
with yer g councils and other bodies, and this transparent 
bogy will for ever disappear. Again, if some day a Labour 
Government abolishes “charity” for the poor, surely it were 
infinitely better to start the new régime unhampered by the 
precedent of a quite inadequate payment for this class. 
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T icy of the Council can be accepted only on the lines 
of os. an. abe of Dr. Brackenbury and Dr. Fothergill, 
which is practically the West Sussex amendment of 
Section VI, para. 19 at the second Hospital Conference in 
London, and at Glasgow. This policy was provisionally 
accepted, at my suggestion, by the lay board of our hospital 
before that Conference. Rather than accept the full policy 
they, and I believe the vast majority of lay boards, would 
reject the staff fund altogether. I have yet to learn that any 
member of the Council or Hospitals Committee, with the 
exception of Dr. Clarke, has so far dared even to approach 
his own board with a policy more advanced than this. If 
they have, let them say 80, and state the result, and we shall 
know how we stand.—I am, etc., 


Chichester, Dec. 2nd. 


TREATMENT OF GENERAL PARALYSIS BY 
MALARIA. 

Sir,—The omission of a few sentences in your account of 
my paper on this subject before the Medico-Psychological 
Association may cause & misapprehension. The full statement 
is that of the last 116 cases treated, 42 were completely cured, 
22 so nearly completely cured that signs could be detected 
only by careful examination, 14 partially cured and at work, 
and, finally, 38 in which no improvement was found. Pro- 
fessor Wagner-Jauregg believes that all early cases can be 
completely cured.—I am, etc., 

London, W., Dec. 8th. 


G. C. GARRATT. 


E. W. Scripture. 


Obituary. 


W. B. RUSSELL, B.A., LL.B., M.B., 
Coiwyn Bay. 
Tux death of Dr. W. B. Russell occurred on December 4th 
at his residence in Colwyn Bay. William Barker Russell was 
born on July 28th, 1858, at Southolme, near Scarborough. 
He was educated at Old Malton Grammar School, and 
Trinity Hall, Cambridge, where he graduated B.A. and LL.B. 
At the close of a brilliant career at Cambridge he won 


a scholarship of £100 per annum for three years to enable him 


to pursue further his legal studies; but after a period of 
experience with a well-known firm of solicitors in Leeds he 
resigned the last year of his Cambridge scholarship and 
turned to the study of medicine. At Leeds University 
he was a fellow student with Sir Berkeley Moynihan, and 
after passing the M.B. examination he spent two years at 
Scarborough Hospital as house-surgeon. This was jollowed 
by a further two years at Malton, in Yorkshire. In 1892 he 
went to Colwyn Bay, where he spent the most important 
years of his life. Colwyn Bay and its surroundings made an 
excellent centre for his studies in birds and flowers; and 
during his early years much of his spare time was spent in 
acquiring an extensive knowledge of the flora of North Wales. 
His knowledge of birds—their habits and calls—was very 
intimate, and the keenest pleasure of his life was to study 
these in their native haunts. He would wax enthusiastic 
over the presence of a flying beetle, at an unusual time 
of the year, and even in the last few days of his life he 
would constantly talk of the sounds of the birds as he heard 
them in the confinement of his room. The hooting of owls 
at night was to him a source of pleasure. He was a recognized 
authority on nature study, and contributed articles on bird 
and flower life to a book which was published on the history 
of Colwyn Bay some years ago. He was extremely fond of 
animals, and for nearly ten years was constantly accompanied 
by his little dog, both on professional visits and on his long 
country tramps. Dr. Russell was a great walker, and would 
never ride to any patients if he could walk; he was also a 
keen fisherman, and until a few years ago a very regular sea 
bather. During the war he was a keen volunteer, and took 
his place as medical officer to the Colwyn Bay Company. He 
was one of the initiators of the Colwyn Bay and District 
Cottage Hospital, and served for many years as honorary 
 geglareaga His practice included patients of every class, and 


e was able to inspire in rich and poor alike affection and 
esteem. 


“A. N. L.” writes: Dr. Russell was greatly beloved by the 
poor, and to a class of people who have been recently 
described as the “new poor” he was most generous in giving 
his services. While his kind thoughtfulness for others was a 
predominating feature, his knowledge of the art of medicine 
and skill in diagnosis were much respected by his colleagues 


in the profession. Only his intimates knew what a fine 
nature was hidden by an armour of reserve. His main 
characteristic was that he would take the greatest pains to 
avoid giving others a small amount of trouble. He carried 
out in actual life what most others are content to talk about. 
Another side to his character was his determination, and his 
final illness was faced with a calm serenity which had its 
reward in a quiet and peaceful end. 


Dr. S. L. Burrgrworta Witks writes: The outstanding 
features of his character were sincerity and generosity. 
He was a scholar, a gentleman, and a Christian in the 
best sense of all three. His knowledge and culture were 
well digested and wide, yet he was diffident and self- 
depreciatory. His courtesy was charming. His religion was 
unobtrusive and humble. His generosity was as secret as 
he could make it, and it was not a mere easy pecuniary 
generosity—it was a real generosity of soul. He would 
eagerly push credit on to another rather than take it himself, 
A sensitive man, he was almost morbidly fearful of hurting 
the feelings of others; but he could form a severe opinion 
and express it, on anything that struck him as unfair or 
unkind. He was diligent to avoid the giving of trouble 
or any cause of annoyance, and he was unstinting in his 
devotion to his patients, rich or poor. 


THE LATE SIR NORMAN MOORE. 


A REQUIEM mass for Sir Norman Moore was sung on December 
9th at St. James’s, Spanish Place. In the large congregation 
were many members of the medical profession, including Sir 
Humphry Rolleston, President of the Royal College of Physi- 
cians, Dr. Raymond Crawfurd, Dr. H..G. Turney, and Dr. 
H. Morley Fletcher (Censors), Dr. J. A. Ormerod (Registrar), 
Dr. Arnold Chaplin (Harveian Librarian), and two former 
Presidents, Sir William Church and Sir R. Douglas Powell; 
Sir Anthony Bowlby, President of the Royal College of 
Surgeons, Sir D’Arcy Power, Vice-President, and Sir Henry 
Morris and Sir George Makins, former Presidents; Sir 
William Hale-White, President of the Royal Society of 
Medicine; Sir Dyce Duckworth, representing the Order of 
St. John of Jerusalem; Mr. E. J. Layton, representing the 
Governors of St. Bartholomew's Hospital; Sir Archibald 
Garrod, Regius Professor of Medicine at Oxford; Mr. H. J. 
Waring, Vice-Chancellor of the University of London; Sir 
Dawson Williams, Editor of the British Mepicat JouRNAL; 
Sir StClair Thomson, Sir Percival Hartley, Sir George D. 
Thane, Dr. F. J. Waldo, Sir Henry Gauvain; and Mr. 
Reginald Vick, Warden of the College, and representatives of 
the resident medical staff and nurses of St. Bartholomew's 
Hospital. 


Dr. Epwin Georce Butt died at Weatheroak House, Spark- 
hill, Birmingham, on November 29th. He was born in London 
in 1857 and received his early education at Warminster, 
Edgbaston, and George Watson’s School, Edinburgh. Pro- 
ceeding to the University of Edinburgh he graduated M.B., 
C.M. in 1878 and obtained also the diploma of M.R.C.S.Eng. 
Though not physically strong he took throughout his life a 
keen interest in sport of all kinds, and while at the university 
became a member of the University Company at that time 
attached to the Black Watch. His university career was 
followed by a period of post-graduate work at Paris and 
Vienna, whence he returned to England and ultimately 
settled in Birmingham as a general practitioner. In addition 
to his medical practice he found time to devote himself to the 
public life and interests of the district in which he lived. He 
was for many years chairman of the Yardley School Board, 
a position for which he was entirely fitted by his literary, 
linguistic, and artistic talents, of which the latter alone would 
have secured as wide a recognition as he obtained in the pro- 
fession of his choice. Dr. Bull was a member of the Central 
Division of the Birmingham Branch of the British Medical 
Association. His health, never very good, had prevented the 
full development of his powers, and he was of late years 
entirely confined to his house. He was greatly esteemed 
alike by his patients and fellow practitioners, whose visits 
were always welcome even within a fortnight of his death. 
The interment took place at Witton, near Birmingham, on 
Saturday, December 2nd. 


WE regret to record the death, on September 16th, of Dr. 
ALEXANDER Lewers,who was one of the best known physicnne 
in Melbourne. Dr. Lewers was born at Creswick, Victoria, 
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and received his medical education at Charing Cross Hospital, 
London; he took the diplomas of M.R.C.S.Eng. and L.R.C.P. 
Lond. in 1890, and on his return to Australia went into 
practice at Creswick. In 1898 he again visited London for 
post-graduate study, and worked chiefly under Sir James 
Galloway at Charing Cross Hospital; he took the D.P.H. in 
1899. In 1903 he was appointed physician to out-patients 
at St. Vincent’s Hospital, Melbourne, and at the time of his 
death was senior physician to the hospital. When a clinical 
school was established at St. Vincent’s Hospital in 1910, he 
was appointed a lecturer, and soon afterwards became an 
examiner inclinical medicine at the University of Melbourne. 
Dr. Lewers was for many years a member of Council of the 
Victorian Branch of the British Medical Association. He was 
a vo!uminous writer on medical and other subjects, and from 
1903 to 1914 was ed tor of the Australian Medical Journal, 
formerly the official organ of the Victorian Branch of the 
British Medical Association; it ceased to exist on the founda- 
tion of the Medical Journal of Australia. Among his pub- 
lished works is a volume of essays entitled Medicine and 
Meditation. 


Dr. Percy Roperts Asx, whose death took place at Hessle, 
Yorkshire, after a long illness traceable to his active service 
in France, was formerly engaged in genera! practice in Hull, 
and was at one time visiting surgeon to the Hull and Scul- 
coates Dispensary. He received his medical education at 
Leeds, and took the diplomas of M.R.C.S.Eng. and L.R.C.P. 
Lond. in 1895. Dr. Ash had a distinguished career in the 
Territorial Army and its predecessors. He first obtained 
a commission as lieutenant R.A.M.C. (Vol.) in the Brigade 
Bearer Company of the 1st Volunteer Battalion East Yorks 
Regiment, and on the organization of the Territorial Force 
was transferred to the 3rd Northumbrian Field: Ambulance 
R.A.M.C.T., with which unit he served until he was invalided 
home from France. He commanded that field ambulance 
in France, with the rank of lieutenant-colonel, and was 
mentioned in dispatches. On the formation of the Territorial 
Army he was responsible for the organization and recruiting 
of the 15lst (3rd Northumbrian) Field Ambulance. His 
funeral took place with full military honours at Hessle, the 
officers who had served under him acting as pall-bearers. 
He is survived by his widow, with whom much sympathy 
has been widely expressed. 


We regret to record the death of Dr. CuristopHER WESLEY 
NarBETH, Which took place on September 17th, at Grenoble, 
France, after a delayed operation for appendicitis, at the 
early age of 24. Dr. Narbeth was educated at Christ's 
Hospital and St. Bartholomew's Hospital, and took the 
diplomas of M.R.C.S.Eng. and L.R.C.P.Lond., and the 
degrees of M-:B., B.S.Lond., in 1920. He had held the 
appointments of house-physician to Sir Percival Hartley, 
and house-surgeon to the skin and venereal disease depart- 
ment at St. Bartholomew's. During the war he served as 
surgeon sublieutenant in H M.S. Saracen. While holding 
his house appointments he took the D.P.H., and had 
recently been appointed assistant medical officer of health 
for Surrey. The ability which Dr. Narbeth had already 
shown, and his pleasant and unassuming manner augured a 
successful career in public health, and his untimely death on 
holiday abroad is lamented by all who knew him. 


Dr. ALFRED YaLe Massry, who died on August 22nd at 
Irebu, Coquilhatville, Belgian Congo, was born at Hastings, 
Canada, in 1871, and graduated B.A. and M.D., C.M. “at 
Toronto University; at a later period he studied at Uni- 
versity College Hospital, London, and took the diploma of 
L.M.S.S.A.Lond. in 1913. After being engaged in medical 
work for a short time in Labrador, Dr. Massey went to 
Angola, South Africa, where he spent three years as a medical 
missionary, resigning in order to pursue research work in 
tropical diseases. He spent some years in Katanga, South 
Africa, and at Tanganyika, and eventually joined the Belgian 
Congo Medical Service; at the time of his death he was 
chief medical officer at Coquillatville. Dr. Massey made 
valuable investigations in different tropical diseases, espe- 
cially in sleeping sickness, and was a contributor to the 
Transactions of the Royal Society of Tropical Medicine and 
Hygiene. He received the honour of Chevalier de l’Ordre 
Royal du Lion from the King of the Belgians. 


_Dr. St. Grorce Gray, late of the Colonial Medical Service, 
died in London on December 2nd, aged 59. He was educated 
at Trinity College, Dublin, where he graduated M.B. an@ 
B.Ch. in 1887, and M.D. in 1910. He served as assistant 
medical officer of St. Lucia, in the West Indies, where he 
was in charge of the Yaws Hospital. He was afterwards: 
house-physician of the San Francisco Polyclinic, and sub. 
sequently in the West African Medical Staff, where he rose to 
be a senior medical officer. During the war he served in the 
Southwark Military Hospital. 


Gnibersities and Colleges, 


UNIVERSITY OF OXFORD. 
Dr. ALEXANDER G. GIBSON has been reappointed University 
Lecturer in Morbid Anatomy for a period of three years. 
Examiners in Medicine.—The following have been appointed 
Examiners for the B.M. Examinations: In Organic Chemistry, 
F. D. Chattaway, M.A., F.R.S.; in Human Anatomy, F. rf 
Parsons, F.R.C.8.; in Human Fepnclegy, J. G. Priestley, D.M.; 
in Materia Medica and Pharmacology. W. 
F.R.S.; in Pathology, G. Dreyer, M.A., F.R.8.; in Forensic 
Medicine and Public H<alth, B. H. + ee B.M., M.A.; in 
Medicine, A. G. Gibson, D.M., F.R.C.P.; in Surgery, H. 8, 
Souter B.M., M.A., M.Ch., F.R.C.S.; in Obstetrics, A. Donald, 
.D. Edin. 


Francis “Gotch Memorial Prize-—The prizo for 1992 has been 


awarded after examination to Murray McCheyne Baird, B.A., New 


College and Guy’s Hos 


ital. 

Board of Electors to the Professorship of Pathology.—The Board of 
the Faculty of Medicine has re-elected to this Board Profes:or R. © 
Muir (M.D.Edin.) for five years, as from the first day of Michaelmas ~ 


term, 1922. 
Board of the eae Pa Medicine.—The Board has co-opted A. P, 

Dodds-Parker, B.M., M.A., F.R 

the statutory period of two years, as from the first day of 


Michaelmas term, 1922; and Sir F. W. Keeb'e, M.A., B. Lambert, . 


M.A., KE. Hope, M.A., have been nominated to it for the same 
period by the Board of the Faculty of Natural Science. : 
Radcliffe Travelling Fellowship, 1923.—An examination for a 
Fellowship of the annual value of £300, and tenable for two years, 
will be held during Hilary term, 1923, commencing on Tuesday, 
February 20th, at 10a.m. All intending candidates should send 
their names, addresses, and qualifications, etc., to the Regius Pro- 
fessor of Medicine, University Museum, on or before Wednesday, 
February 7ih. Candidates, who must have passed all the examina- 
tions for the degrees of B.A. and B.M.Oxon., can obtain further 
articulars by applying to the Dean, Department of Medicine, 
useum, Oxford. 
Deg: ee Duys.—The degree days in next term are the following: 
Kaemahn sf January 25th; Saturday, February 17th; Thursday, 
March 8th ; Saturday, March 24th. 


UNIVERSITY OF CAMBRIDGE. 


THE General Board of Studies will shortly appoint a University - 


Lecturer in app!ications must reach the Registrary 
on or before December 19th. The Raymond Horton-Smith prize 
has been awarded to A. B. Appleton and H..W. C. Vines, adjudged 
equal for theses for the degree of Doctor of Medicine. The Board 
of Archaeology and a Studies has elected K. P. 
Chatterji to the Anthony Wiikin stu ‘entship in ethnology and 
archaeology. The Gordon Wigan prize in Chemistry has been 
awarded to R. G. W. Norrish. 

The following candidates have passed both parts of the examina- 
tion for the Diplomain Psycholozic:l Medicine and are entitled to 


receive the diploma: P. C. P. Cloake, G. H. FitzGerald, D. N. 


Hardcastle, T. D. Power. ° 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH. 
AT the annual meeting of the Royal College of Physicians of Edin- 
burgh, held on November 30th, Sir Robert Philip, M.D., was re- 
elected President. The following were elected as the Council for 
the ensuing year: Dr. J. W. Ballantyne, Dr. G. Lovell Gulland, 
Cc ., Dr. J. C. Dunlop, Dr. G. M. Robertson, Dr. Robert Thin, 
and Dr. J. Lamond Lackie. The other office-bearers are as follows: 
—Vice-President : Dr. G. Lovell Gulland, C.M.G. Treasurer: Dr. 
Norman Walker. Scretary: Dr. J. 8. Fowler. Honorary 
Librarian: Dr. J. W. Ballantyne. Curator of the Liboratory: Dr. 
J.J. Graham Brown. The Council appointed Dr. W. T. Ritchie as 
the Gibson Memorial Lecturer for 1923. 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND. 
AT the monthly business meeting of the President and Fellows, 
held on December Ist, 1922, the following, having passed the Final 


Conjoint Examination of the Irish Royal Colleges, were duly, 


admitted Licentiates in Medicine and Midwifery of the College : 


Miss Enid Baile, V. V. Brown, C. Cohen, M. Coleman, J. J. Cosgrove, 
W. J. Crawford, D. Eppel, A. T. Gallagher, H. J. Gillen, A. Gold- 
foot, T. J. McCarthy, J. J. Mackey, M. J. Mallon, C. C.J .O’Connell, 
M. D. O'Connor, P. W. O’Connor, M. Price, I. Richmond, M. A. 


Walsh. 


E. Dixon, M.D.Lond,, © 


.C.S., a member of the Board for. 
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OF PHYSICIANS AND SURGEONS 
ROYAL FACULTY GLASGOW. ee 
7 the monthly meeting of the Faculty, held on December 
i itted (after examination) as Fellows: I. J. 
Camera N Ghosh, P. Gupta, R. F. Jarrett, D. M. 


Logan, A. M. McCutcheon, C. M. Mehta. 


Medical Nefus. 


THE Registrar of the Dental Board of the United Kingdom 


ersons who are liable to pay the 
desires to remind those p lames 


ot ye 1 
or December 31st, their names will not 


the Dentists Register for 1923, and that, if they 
December 31st, they will render themselves 
liable to prosecution, and, on conviction, to a heavy fine. 

THE annual livery dinner of the Society of Apothecaries 
of London was held in the hall of the Society at Blackfriars 
on Tuesday, December 12th. The Master, Surgeon General 
wW. B. Slaughter, presided over a large and distinguished 
company. After the King’s health had been honoured the 
Master proposed the toast of the Navy, Army, and Air Force, 
and Vice-Admiral Sir Robert Hill, Medical Director, R.N., 
responded. The toast of the Royal Colleges and the Uni- 
versities was proposed by the Senior Warden, Dr. Thomas 
Wakefield, and was replied to by Sir Anthony Bowlby, 
President of the Royal College of Surgeons of England, and 
Mr. H. J. Waring, F.R.C.S., Vice-Chancellor of the University 
of London. In proposing prosperity to the Society of 
Apothecaries of London, Sir Sydney Russell-Wells, M.D., 
M.P., gave a brief historical sketch of the various qualifying 
bodies in England, in the course of which he paid several 
compliments to his hosts and their predecessors. Dr. 
F. Gordon Brown, Senior Past Master of the Society, made 
an appreciative reply. The health of the guests was pro- 
posed by Dr. A. D. Brenchley, Junior Warden, and acknow- 
ledged by Mr. James Berry, F.R.C.S., President of the 


- Medical Society of London. Between the speeches a charm- 


ing programme of music was rendered, and at their close the 
company adjourned for coffee and conversation. 


AT the beginning of the war the German professors were 


mobilized to justify the German aggression. They now 
appear to be organizing with the object of appealing to 
foreign nations as well as to their own countrymen to recog- 
nize that, owing to the recent economic catastrophe, the 
strain on the German people is reaching breaking point. 
A meeting was to be held on Friday, December 15th, in the 
hall of the University of Berlin, under the presidency of 
Professor Rubner, at which addresses were to be given by 
Professor W. His, on the decline in the standard of life 
among the German people; by Dr. Dippe, chairman of 
a German practitioners’ union, on the German doctor at the 
sick bed of the German people; and by Professor Krautwig 
of Cologne, on the German child in danger. 

THE chairman’s bell, offered under circumstances already 
related to the Massachusetts General Hospital by Dr. 
F. William Cock, who has given a similar bell to University 
College Hospital, was formally presented at a dinner of the 
alumni of the hospital on Ether Day by Dr. Washburn, 
director. The president of the Alumni Association, Dr. H. F. 


_ Vickery, expressed the hope that the beli might be rung frem 


year to year at the gatherings of the alumni, and that it might 
always cause the members to think of the great, friendly 
country across the seas, the distant mother of most of them, 
whose ideals for the progress of medicine and world happiness 
were the same as their own. 

A BRONZE statue of the Prince of Wales in his robes as 
Chancellor of the University of Wales was unveiled on 
December 7th by Sir John Williams. It is the gift of- Mr. 
T. D. Jenkins of Aberystwyth, and has been placed in front 
of the University College of Wales, Aberystwyth. 

THE inaugural dinner in connexion with the Edinburgh 
Medical Schools’ and Graduates’ Club took place at the Grand 
Hotel, Bournemouth, on December 5th, the President, Dr. 
Hyla Greves, in the chair. The members of the club reside 
Within a radius of twenty-five miles of Bournemouth. Over 
fifty members and their friends attended; amongst the latter 
were the Mayor of Bournemouth, Sir Daniel Morris, and 
General Sir Harry Brooking. The usual loyal toasts and that 
of Alma Mater were duly honoured, a very successful musical 
evening followed, and the first meeting of the club came to 
an end before midnight, after a very hearty vote of thanks to 
the chairman for presiding. 


. THE Friday evening discourse before the _ Institution 


on January 26th, 1923, will be given by Sir oth Wright 
on the machinery of antibacterial defence. 


THE house and library of the Royal Society of Medicine, 
1, Wimpole Street, W., will be closed from Saturday, December 
23rd, to Wednesday, December 27th, both days inclusive. 

WE are informed that the Executive Committee of the 
National Baby Week Council has recently sent a resolution 
to the Ministry of Health to the effect ‘‘ that the matter of 
vaccination in relation to infant weliare is sufficiently urgent 
to merit the careful attention of the Ministry of Health, and 
that the Ministry should take all possible steps to promote 


‘more universal vaccination of children.” 


AS was announced in our issue of December 2nd (p. 1089), 
the out-patient department of the Maudsley Hospital is now 
open to receive cases of nervous and mental disorder; patients 
with neuroses or early and recoverable types of psychosis 
who are desirous of treatment will be specially suitable. AM 
forms of treatment necessary for both their bodily and mental 
disorders will be available to them. Medical practitioners 
having cases of this kind may communicate with the Medical 
Superintendent, Dr. Edward Mapother, at the Maudsley 
Hospital, Denmark Hill, §8.E.5. Men patients attend on 
Mondays and Thursdays, and women on Tuesdays and 
Fridays, at 2 p.m. on each day. 

AT the annual meeting of the Royal Surgical Aid Society, 
held at the Mansion House on December 8th, it was stated 
that the society was now celebrating its diamond jubilee, and 
that since its commencement more than 1,110, surgical 
appliances had been supplied. The treasurer announced that 
the society spent over £30,000 a year in supplying and fitting 
these appliances. 

Dr. F. E. FREMANTLE, M.P., has been appointed a member 
of the Rent Act Committee which is instructed to advise on 
the future of the Rent Restriction Act. 

THE Board of Control has added to the committee which 
is inquiring into the dietaries in mental hospitals Dr. P. T. 
Hughes, medical superintendent of the Worcester County 
Mental Hospital, Barnsley Hall, near Bromsgrove, and Mr. 
W. J. Gibbs, clerk and steward of the Tooting Bec Mental 
Hospital. 

SINCE 1893 Livingstone College, Leyton, has given medical 
courses, varying in length from nine months to one, to 
missionaries going abroad ; it has as its object to train in 
medicine and surgery and tropical hygiene the missionaries 
of the churches before they go to the foreign field. It clearly 
disclaims any suggestion that the persons so trained go out 
as ‘*medical missionaries ’’; of the 698 students who have 
passed through its courses many have testified to the 
advantage such training has given them, situated as many 
of them came to be in outlying spots where anything 
approaching medical advice, treatment, or care (as these 
things are understood with us) is lacking. If any further 
credential is needed it is furnished by the fact that the late 
Sir Patrick Manson was a friend to the college and a lecturer 
within it, and by the names well known in the medical 
profession which appear in the list of the teachers. 

A COMMUNICATION from the Secretariat du docteur Nansen 
pour le secours a la Russie, dated Geneva, November, 1922, 
states that Dr. Haigh, a member of the Epidemics Commis- 
sion of the League of Nations, who visited the provinces of 
Nikolaieff, Kherson, and Odessa in September, describes the 


-gerious situation of the medical and hea!th institutions in a 


report addressed to Dr. Nansen. The hospitals lack every- 
thing for their good working. Drugs, linen, soap, and dis- 
infectants are all wanting; even clinical thermometers are 
very scarce. Dr. Haigh fears that the lack of preventive 
equipment will result in a grave extension of the epidemics 
of typhoid, typhus, and relapsing fever during the coming 
winter. The medical staff, badly equipped, and even suffer- 
ing from hunger, is making a desperate struggle with the 
situation. 

ARTICLE 15 of the Dangerous Drugs Regulations authorizes 
the master of a ship not carrying a duly qualified medical 
practitioner to obtain supplies of the drugs required by the 
Merchant Shipping Acts. This provision does not apply to 
foreign ships. It is now suggested that port medical officers - 
of health should be authorized by the Secretary of State to 
grant certificates for the supply to foreign ships of a quantity 
of the drugs sufficient for the period of the voyage to the 
home port. The Minister of Health has addressed to port 
sanitary authorities a circular (357 of December Ist, 1922) 
inquiring whether they would be willing to allow their 
medical officers to give the necessary certificates. _ 

A COURSE on ‘orthopaedics indispensable to all practi- 
tioners’’ will be given by Dr. Calot at 59, Quai d’Orsay, 
Paris, from January 22nd to 28th, 1923. The demonstrations, 
which will be accompanied by English explanations, will 
begin at 2 and terminate at 7 p.m. each day. 

THE University of Paris has recently conferred honorary 
degrees on Professor Bordet of Brussels and Professor Ehlers 


of Copenhagen. 
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Letters, Notes, and Anstuers. 


As, owing to printing difficulties, ihe JOURNAL must be sent to press 
earlier than hitherto, it is essential that communications in 
‘or the current issue should be received by the first post on 
Tuesday, and lengthy documents on Monday. 


ORIGINAL ARTICLES and LETTERS forwarded for publication are 
understood to be offered to the BritisH MEDICAL JOURNAL alone 
unless the contrary be stated. 

CoRRESPONDENTS who wish notice to be taken of their communica- 
tions should authenticate them with their names—of course not 
necessarily for pubjication. 

A oRS desiring reprints of their articles published in the BRITISH 

EDICAL JOURNAL are requested to communicate with the Office, 
429, Strand, W.C.2, on receipt of proof, 

In order to avoid delay, it is particularly requested that ALL letters on 

’ the editorial business of the JoURNAL be addressed to the Editor atthe 
Office of the JouRNAL. 

THE postal address of the BRITISH MEDICAL ASSOCIATION and BRITISH 
MEDICAL JOURNAL is 429, Strand, London, W.C.2. The telegraphic 
addresses are: 

1, EDITOR of the British MEDICAL JouRNAL, Aitiology, 
Westrand, London ; telephone, 2630, Gerrard. 

2, FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate, Westrand, London; telephone, 
2630,. Gerrard. 

3. MEDICAL SECRETARY, Medisecra, Westrand, London; tele- 

hone, 2630, Gerrard. The address of the Irish Office of the British 

edical Association is 16, South Frederick Street, Dublin (telegrams: 
Bacillus, Dublin ; telephone, 4737, Dublin), and of the Scottish Office, 
6, Rutland Square, Edinburgh (telegrams: Associate, Edinburgh; 
telephone, 4361, Central). 


QUERIES AND ANSWERS. 


HORSLEY’s Wax. 


**C.” asks (1) whether Horsley’s wax is used hot for surgical 
purposes, (2) how it is sterilized before use, and (3) what means 
are used for keeping it soft in the operation room. 


*.* Weare indebted to Mr. Percy Sargent for the following 
replies to these questions: (1) It is used warm, at such a tempera- 
ture that its consistence is just sufficiently soft for easy manipula- 
tion. (2) It is heated in a suitable vessel at the temperature of 
boiling water for five minutes, and then poured into saline or 
weak mercury perchloride solution at 105° F., from which (3) it 
is used as required during the operation. 


INCOME Tax. 


“T. M. H.” had “dry rot” in his premises—used. solely for 
poteee! purposes—and had to expend £180 on repairs. The 
spector of taxes has allowed a deduction of one-half only. 


*,* Our correspondent does not quote the inspector’s ground 
of objection to the full allowance. The only objection to allow- 
ance of the whole which occurs to us as having some validity is 
that if there was ‘‘ dry rot’’ in the premises when “T. M. H.”’ 
acquired them a portion of the total cost may have to be regarded 
as part of the capital expenditure necessary to obtain the premises 
ina proper condition for use. Prima facie the whole amount 
would seem to be allowable. 

“HH.” bought a car in 1915 for £200 and sold it in 1922 for £130, 


buying a high powered car for £495; a car of the same make and 
power would then have cost £350. 


*.* The amount of allowable renewal cost is £350—£130=£220 ; 
we assume that the original car was not purchased at second 
hand. 


LETTERS, NOTES, ETC. 


PREVENTION OF PUERPERAL INFECTION. 


Dr. EpGaR R. Ivatts writes: I think the fact that the death rate 
from puerperal fever is ‘‘higher’”’ in the county of Lancashire 
than other English counties admits of a fairly simple explanation. 
It is due to the uncleanly habits, more particularly in the rural 
districts. The folded counterpane or old sacking placed under 
the woman's hips, which only partly protects the bed, is as 
often as not under the sheet and not infrequently is placed 
between the bed and the mattress, so that the woman is left 
lying in a circle of soaked soiled bedding until it dries under- 
neath her. In some houses old clothes and dirty rags are 
thought quite good enough to absorb the after-secretions, and 
often these are not very frequently changed. Further, it is, or 
used to be, & very prevalent notion that a woman should not 
have any of her personal clothing changed until a day or two 
after parturition or else she will “ catch her deeth i cold”; cold 
it is supposed, being the cause of most of the mishaps occurring 
after child-birth. have myself more than once changed a 
woman’s soiled clothes on visiting her again, as I knew it would 
not be done otherwise. I am not a pathologist but would 
imagine that soiled bedding, soiled night-shirt, and possibly 
dirty clothes on vulva, plus warmth and moisture under the bed- 
¢lothes, would encourage the growth of pathogenic organisms 
in a omeonre7 short time. The apparent transmission of 
the complaint from one to another is probably due to the same 
causes operating among people of the same habits. The com- 
— absence of puerperal sepsis in lying-in hospitals 

should attribute to the wholesome surroundings and the 
scrupulous cleanliness observed in such places. 


Dr. R. Broom (Douglas, South Africa) sends us the peering i 


LEFT-HANDEDNESS AND STAMMERING. 


THE inquiry by Dr. C. L. Lapper (November 18th, p. 1004) hag led 


Dr. J. A. FRETTON (Chacewater, Cornwall) to send the followin 
note: A girl aged about 6 years was left-handed from birth: her 
mother had been taught by her mother that if a child who was 
left-handed from birth and had been taught to write with the 
left hand was changed over and taught to write with the right 
hand that child would stammer. She had sent her own little 
girl to school and the child then wrote with the left hand. She 
gave instructions at the school that no attempt was to be made to 
get the child to write with her right hand. The teacher thinking 
however, that she knew better, insisted on changing the 
habit, and during the mother’s absence from home actually 
taught the child, successfully, to write with her right hand. The 
child soon devéloped a distinct stammer in speech. On the 
mother’s return she at once had the child put back to the old 
habit to use the left hand when writing, and the stammering 
soon after disappeared. When seen by me the child at the 
mother’s request wrote her name first with the left hand and 
then with the right. The stammering is now gone, 


Dr. W. InMAN (Portsmouth) has also sent some notes, founded 


on an investigation in connexion with the relation of left. 
handedness to squint and stammering in many hundreds of 
left-handed persons. He considers that compulsion should not 
be used, having observed that stammering and squint, amon 

other nervous symptoms, may result from it. ‘‘The left-handed 
child,” he says, ‘tis arebel. The chief difficulty in the study of 
his characteristics lies in a whether he is a rebel 
because he resents interference with his inborn aptitude and 
right to use his left hand, or whether his left-handednegs ig 
intended to be a clear sign to the parent that something hag 
gone wrong with the emotional life of the child. The evidence 
is in favour of the latter. ... The time to interfere will arise when 
it has been proved that a left-hander is not as efficient and useful 
a member of society as the right-hander. Even then the proper 
course to pursue will be to find and deal with the cause of the 
habit. . . . If Dr. Lapper cares to refer to my letter on alopecia, 
and squint in the JoUkNAL of November 4th (p. 893), he will see 
that there are other associations of interest in connexion with 
left-handed activities.” 


UNSUSPECTED PREGNANCY. 


to add to the cases published recently in our columns: About 
twenty years ago I was called to see a lady who had just given 
birth to a child. It was her second child, and I had attended 
her first confinement. She lived about one hundred yards from 
my own house, and I must have seen her at least every month, 
though not professionally, as she was exceptionally healthy, 
She was a large, fat Jewess, and she explained to me that she 
had never once suspected that she was pregnant. Menstruation 
had occurred every month, and on this occasion, having a little 
more pain than usual, she lay down and her husband gave her 
two glasses of brandy. Presently, before anyone could be called, 
the baby was born—quite an average-sized child. I have not the 
least doubt that the mother never suspected her condition. Her 
husband was a well-to-do man and would have grudged his wife 
nothing. Yet she had not a stitch of clothing in readiness for 
the arrival. 


TINNED Foop. 


A CORRESPONDENT in Kashmir, after stating that in the bazaars 


there tins are sold which have changed hands many times, and 
must be from eight to ten years old, expresses the opinion that 
if tins were stamped and labelled, certifying the date of tinning, 
some protection would be afforded. The suggestion is not new, 
but we believe it to be quite sound. The jury at the inquest on 
the Loch Maree victims added a rider to their verdict to the 
effect that every vessel containing preserved meat, fish, fruit, or 
vegetables intended for human consumption should bear a dis- 
tinctive mark by which, if necessary, details of manufacture 
might be traced. 


VACANCIES. 


NOTIFICATIONS of offices vacant in universities, medical colleges, 


and of vacant resident and other appointments at hospitals, 
will be found at pages 27, 30, 31, 32, 33, and 4 of oar advertisement 
columns, and advertisements as to partnerships, assistantships, 
and locumtenencies at pages 28 and 29. ; 

Ashort summary of vacant posts notified in the advertisement 
columns appears in the Supplement at page 220. 


SCALE OF CHARGES FOR ADVERTISEMENTS IN THE 


BRITISH MEDICAL JOURNAL, 


£a. d. 
Six lines and under oe 09 0 
Each additional line one c16 
Whole single column ‘three columns to page) .. 710 0 
Half single column eee eee eee eee 15 0 
Half page... - on ove 10 0 0 
Whole page eee tee eee eee eee 20 0 0 


An average line contains six words, 
remittances by Post Office Orders must be made payable 60 


All 
the British Medical Association at the General Post Office, London, 
No responsibility will be accepted for any such remittance not 0 
safeguarded. 


Advertisements should be delivered, addressed to the Manacer, 429, 


Strand, London, not later than the first post on Tuesday morning » 
preceding publication, and, if not paid for at the time, should be 
accompanied by a reference. 


Norr.—It is against the rules of the Post Office to receive poste 


restante letters addressed either in initials or numbers. 
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